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Sir William Lawrence^ Bart 

ALTHOUGH the name of Lawrence must ever be amongst 
the foremost of those which illustrate the annals of sur- 
gery, yet there will probably exist much difference of opinion 
on the exact place which should be assigned to him amongst 
men who have achieved greatness. For as during life he was 
remarkable not for the extraordinary development of any one 
great faculty but for the harmonious combination of various 
powers which made his character complete, so in future his 
fame will not rest upon any single brilliant discovery, but upon 
the record of his whole work. 

It is not unlikely that in time to come Lawrence will be 
ranked by those who never knew him below men whq in almost 
every respect were inferior to him. For in truth it must be 
confessed that he has left behind him nothing which can convey 
an adequate conception of what he really was. Even during 
life his intellectual power and range of knowledge seemed to be 
fairly appreciated only by the comparatively few who> having 
the great privilege of working with him, knew him well. 
Hardly, even now, can the profession estimate the loss it has 
sustained. 

The life of Sir William Lawrence closed on the 5th of 
July, 1867. He had nearly completed his 84th year. Not 
more than two years before his death he resigned his active 
duties at St. Bartholomew's Hospital, but even then he did not 
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ceaBC from work, and wa« attacked with apoplexy jUBtpreTions 
to an examination at the College of Surgeons. 

Lawrence^ the son of a surgeon^ was bom on the 16th of 
July, 1783, at Cirencester in Gloucestershire. After receiving 
a preliminary education at a private school, in his seventeenth 
year he came to London, and was apprenticed to Abemethy, 
in whose house he resided for five years. But at the expira- 
tion of three years, being then only twenty, he was appointed 
Demonstrator of Anatomy at St. Bartholomew's Hospital. He 
discharged the duties of this ofSce with remarkable ability for 
twelve years. When twenty-two, he received the diploma of 
the Royal College of Surgeons. Eight years afterwards he 
was appointed Assistant-surgeon to St. Bartholomew's Hos- 
pital, and eleven years later still he became one of the principal 
surgeons. He held this office for more than forty years, and 
when he retired in 1865, he was unanimously elected by the 
Governors to the complimentary office of Consulting Surgeon. 
Thus from first to last he was connected with the Hospital for 
sixty-eight years. 

It is well known that at the early period of his life he 
worked very hard without interruption, as indeed he did almost 
to the last. Besides discharging his public duties with rare 
efficiency, he read very much and wrote too. At eighteen 
years of age he published an anonymous translation of a Latin 
work — Description of the arteries of the human body, by Dr. 
Ad. Murray, Professor at the University of Upsal. In his 
twenty-sixth year he obtained the Jacksonian Prize for an 
essay on Hernia. This was the foundation of his important 
book on the subject, which went through five editions. Law- 
rence on Ruptures has been for many years past, and will be 
for many years to come, a standard work on the subject of 
which it treats. It is remarkable not only for the thoroughly 
good English in which it is written, and for clearness and just- 
ness of thought, but for the mastery of the subject which it 
exhibits, and for widely extended and accurate research. 

In the year he obtained the Jacksonian Prize he published 
a translation of Blumenbach's Comparative Anatomy. About 
the same time appeared his paper on Fungus of the Testis. 
The novel plan of treatment therein proposed was generally 
accepted and adoj3ted for many years. 
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In 1814 he was appointed Surgeon to the London Infirmary 
for Diseases of the Eye, now called the Koyal London Oph- 
thalmic Hospital, and in the following year surgeon to the 
Royal Hospitals of Bethlehem and Bridewell. These oflSces 
he held for many years. He devoted a very large share of 
his attention to the study of diseases of the eye ; and in 1833, 
after many years of patient observation and reflection, he pro- 
duced his celebrated treatise on the subject, having previously 
(in 1830) published a smaller volume on syphilitic diseases of 
the eye. A comprehensive work, written with all the ability 
and skill which characterised his work on Hernia, it may be 
said to have marked an epoch in ophthalmic surgery. It was 
translated into many languages, a portion of it even into 
Arabic, and went through many editions in English. The 
last was published in Philadelphia in 1854. 

In 1813 he was elected a Fellow of the Royal Society, and 
subsequently nominated a Vice-President. But it does not 
appear that he ever contributed any paper. 

In 1815 Lawrence was appointed Professor of Anatomy and 
Surgery to the College of Surgeons. There, during the years 
1816, 1817, and 1818, he delivered those famous lectures on 
Comparative Anatomy, Physiology, Zoology, and the Natural 
History of Man, which astonished so many, and aroused such 
animosity, that had their author been a man of less capability, 
he would, beyond doubt, have been ruined for life. 

The question at issue between the author and his assailants 
is not one which can be discussed within the limits of this 
notice. But it may be safely said, that were such a work to 
appear amongst us now, it would evoke no censure beyond 
that which lies within the bounds of fair scientific or literary 
criticism. The doctrine (if it can be so called) which then 
prevailed concerning the nature of Life, and the weakness of 
which Lawrence exposed with an unsparing hand, has long 
since become a dogma of the past ; and in the discussion of 
this great question it is only fair to state that he was far in 
advance of his time. And, again, his view of the other chief 
subject, the relation of mind to brain, which was then de-, 
nounced so fiercely, is (whether right or wrong) identical with 
that of many of the most enlightened physiologists of the pre- 
sent day. In scientific argument, Lawrence was more than a 
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match for his opponents^ but he was assailed by weapons which 
have been since happily discarded by the champions of know- 
ledge. It may, however, be urged in excuse for the grievous 
misrepresentation to which he was subjected, that he was not 
always sufficiently careful to guard against being misunder- 
stood, and proclaimed what he then, and to the last, believed 
to be the truth, with disregard of, or indifference to, the con- 
victions of those who were then looked up to as the leaders of 
thought. 

In 1816 Lawrence published 'An Introduction to Com- 
parative Anatomy and Physiology, being the two Introductory 
Lectures delivered at the College of Surgeons on the 21st and 
25th of March, 1816 ;' and in 1819 he published * Lectures on 
Physiology, Zoology, and the Natural History of Man.' This 
last was the celebrated volume Lawrence was subsequently 
induced to suppress; but, in 1823, Carlile, without the sanc- 
tion or consent of the author, indeed in spite of anything he 
could do to restrain him, printed and published a volume 
entitled * Lectures on Comparative Anatomy, Physiology, 
Zoology, and the Natural History of Man,' which included 
and was simply a copy of the two volumes mentioned above. 
Many other editions, variously modified, afterwards appeared. 
The last, called the ninth, was published by Bohn in 1848. 

Lawrence taught at the Aldersgate School of Medicine in 
1826-27, but he retired from this in 1829, when he succeeded 
Abernethy as Lecturer on Surgery at St. Bartholomew's 
Hospital. He occupied this chair for thirty-three years. 

In 1828 he was elected on the Council of the College of 
Surgeons, and in 1840 one of the Examiners, and subsequently 
he was twice President of the College. Moreover, he became 
a foreign Associate of the Institute of France, and a member 
of a host of other societies. Then he was appointed, at first. 
Surgeon Extraordinary, and afterwards Sergeant-surgeon to 
the Queen. Finally, he received a title. 

Besides the works already mentioned, Lawrence wrote much. 
He contributed no less than eighteen papers to the Transactions 
of the Medical and Chirurgical Society, of which he was for 
many years a member, and, at one time. President. He wrote 
many of the articles on Natural Science, some of them at a 
short notice, in ^ Rees's Cyclopaedia.' He contributed also to 
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a work of Watt, entitled ^ Anatomico-chirurgical Views of the 
Nose, Mouth, Larynx, and Fauces.' 

In 1863 (he was then in his eightieth year) was published 
his last work, * Lectures on Surgery.' This, in one volume, 
by no means embraces the whole course, but only that part of 
it which was devoted to what may be called the more general 
subjects, such as the nature of disease, inflammation and its 
consequences, fever, wounds, and specific diseases. This charm- 
ing book appeared perhaps somewhat after its time; at all 
events, it would have produced more effect had its able and 
accomplished author consented to numerous pressing solicita- 
tions to undertake the task — the materials being ready to his 
hand — many years before. But as it is, better late than never. 
It is enough to say of it that therein are embodied the most 
matured experience of the author, and the conclusions at which 
he had arrived or the opinions he had formed on some of the 
largest questions which arise in surgery; and moreover it is 
written with such soundness of judgment and felicity of ex- 
pression, that it is not only a highly instructive, but a very 
attractive volume. It is the work not only of a surgeon but 
of a scholar. 

.On two instances Lawrence delivered the Hunterian oration 
at the College of Surgeons. On the last, when the great 
majority of those whom he addressed were hostile to the views 
he set forth, his power of public speaking was subjected to a 
test to which perhaps few men would have provied equal. For 
the second time in his life did he on a great occasion arouse the 
anger of his auditory, and excite against himself bitter feelings 
of resentment. The opinions he expressed on certain questions 
which were then agitating the minds of many in the profession, 
and the contempt with which he spoke of certain existing in- 
stitutions, called forth from all parts of the theatre loud expres- 
sions of dissent and denunciation. Probably most of those 
present thought that the orator would shrink from so unequal 
an encounter, and bow to the verdict which was so unequi- 
vocally pronounced. But Lawrence never for an instant 
wavered from his purpose. He, standing alone, calm and un- 
shaken by the storm which raged around him, proceeded in a 
strain of unfaltering eloquence to the end, and concluded with 
a peroration of such power and beauty that those who had. 
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during the hour, been loud in condemnation^ could not resist 
joining heartily in the burst of applause which greeted the 
close. Undoubtedly he then exhibited some of the greatest 
qualities of an orator. 

Lawrence was indeed richly endowed by nature, and he 
spared no pains to turn his great advantages to good account. 
Throughout his long life he enjoyed almost uninterrupted 
health ; for within not many months of his death, he declared 
that he had never been kept from his duties by illness for a 
week together. His excellent health, notwithstanding hard 
work, continued through so many years with scarcely any 
Intermission, although no doubt originally the result of an 
unblemished constitution, was yet, from first to last, carefully 
preserved by habits of singular regularity and rare power of 
self-control. No man could be less self-indulgent than he, no 
one was ever more orderly in his work or punctual to his 
engagements. 

He was, in later life at least, a remarkably handsome man. 
Above the ordinary height, elegant in form, with a strikingly 
fine head and face, a magnificent forehead, rising almost verti- 
cally above the brow to an extraordinary height, a clear blue 
eye, which, preserving its brightness even to the last, spoke 
not only of health and mental vigour, but of a life of uniform 
temperance, a mouth ample, but with thin lips, and singularly 
expressive, the distinguished presence of Lawrence as he 
moved amongst us — a model of intellectual beauty — is not 
likely to be soon forgotten. He had a natural grace and dignity 
of bearing, which never failed to impress everyone. Even 
strangers, when introduced to him, felt at once that they were 
speaking to a finished gentleman, and before long they found 
out, further, that this courtly gentleman was a most intelligent 
and accomplished man. The grandeur of his mental powers, 
when they were put forth, threw all his other gifts into the 
shade. His was a vast and capacious intellect, and singularly 
complete. It seemed equal to the grasp of any subject brought 
before it, and it had been so long and sedulously cultivated 
that no subject seemed to come strange to it. There was a 
rare charm in his conversation. He touched nothing that he 
did not adorn. Whether it were philosophy or history, science 
or literature, there was still the same powerful and penetrating 
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thought, the same unfaltering fluency of pure and perspicuous 
language. But he was the least egotistical of men. He would 
talk on any subject but himself, and mingled with all he thought 
and said there was the additional attraction of a quiet, half- 
suppressed wit and humour, oftentimes too subtle to be caught 
by all ; not seldom a refined and polished sarcasm, which, 
usually oblique and playful, was occasionally, it must be con- 
fessed, when he was bored by a fool or provoked by a dunce, 
terribly bitter and direct. Many, particularly those who fell 
under it, thought there was too much of this. He was, certainly, 
very often careless of whom he in this way ofiiended ; and there 
is no doubt that most of his enemies could trace back their 
resentment to some few words of his which they could not 
forget, and would not forgive. Thus there were not a few 
who would pour their vials of wrath upon Lawrence — behind 
his back ; and the indisposition which he always evinced to 
speak of himself or of his acts rather encouraged such to gossip 
and scandal. Since his death, some of these have taken a 
bolder flight, and have not hesitated to stoop to gross mis- 
representation, and to vent their spleen by publishing the 
basest calumnies. Were Lawrence still living to hear of these, 
they would probably affect him hardly more than they disturb 
him now. 

Dr. Joseph BuUar, in an admirable memoir of Lawrence, 
says : ^ In a notice of Sir Wm. Lawrence's life in the " Times" 
an old " canard" was revived, that he had, after withdrawing 
his Lectures on Man from circulation, sold them for sale in 
America. This story having been shown to be entirely untrue, 
the writer of the notice then asked, " Why have the state- 
ments, which have been so long before the public, remained 
unchallenged until now ? " 

^ The reason is that Lawrence made it a rule not to con- 
tradict such reports, as I well recollect. 

*When I was his dresser in 1829-30 he was accused of 
taking a fee from an out-patient. Mr. James Farish, his house 
surgeon, who was present, knew that a well-to^do city patient, 
to suit his own convenience, had called on Mr. Lawrence at 
St. Bartholomew's Hospital, and he asked Lawrence to allow 
him to explain the circumstance. " No," said he, " I have 
made it a rule never to answer such attacks," ' 



8 Sir William Lawrence^ Bart, 

Dr. BuUar adds : * Lawrence was a strong man with a clear- 
headed consciousness of his predominating ability, and such 
men are apt to treat such accusations with silence. Contro- 
versy (says Oliver Holmes) equalizes fools and wise men — and 
the fools know it.' 

Perhaps many who imagine that they knew Lawrence very 
well never understood him. One of the noblest traits of his 
character was his almost sublime indiflFerence to effect. There 
was something fascinating in the power of mind and range of 
knowledge which he, on almost all occasions, seemed to hold in 
reserve. Never was there suspicion of what is commonly called 
* claptrap ' about Lawrence. He was not mere surface, with 
every quality and attainment ostentatiously laid out, like 
trinkets in a shop front, to catch the public eye. If you 
sought, and he would permit you, to penetrate his stores of 
knowledge, you found more costly gems of thought within, but 
these he never cared to display. 

To the last he was true to the habit of his whole life. To the 
last he not only read much, and remembered to an extraordinary 
degree what he read, but thoroughly digested it, separating 
with remarkable skill the wheat from the chaff. But although 
he must have thought very much, he wrote, for such a man, 
comparatively little, and hence our loss in him is all the 
greater, and irreparable. Only a few weeks before he resigned 
his post at the Hospital, a turn in conversation led him to 
speak of the modem systems of philosophy, and of the most 
recent works on the subject. It soon became evident that he 
had not only diligently read and thoroughly mastered them, 
but that he had also reflected deeply on their doctrines and 
tendencies. 

But as his habitual reticence and reserve caused him, during 
his life, to be but poorly appreciated even by many of those 
who knew him best, so the works he has left behind him, dis- 
tinguished as they are and always will be for the knowledge 
and mastery of the subject they exhibit, for vigour of thought 
and clearness of exposition — his published works, notwith- 
standing these excellences, but faintly represent the mind which 
produced them. It is admitted by those most competent to judge 
that he wrote well, that his style was excellent — correct, per- 
spicuous, and graceful. But, again^ it will be acknowledged 
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that he was greater as a lecturer than as a writer, and those 
who had the best opportunity of judging will probably agree 
with Sir Benjamin Brodie that he was greater in ordinary con- 
versation than in public speaking. Many pag0S might be filled 
with illustrations of his power of argument and of his wit and 
humour, subordinate though these were to his higher qualities. 
Unquestionably he sent forth materials for a much better 
volume of table-talk than any which has yet appeared. But 
Lawrence was not merely occasionally good in conversation. 
He was not like celebrated talkers generally — at times bril- 
liant, but too often feeble and commonplace. He was remark- 
able, not so much for rare flashes of great power, producing 
startling effects, as for the uniform excellence of his talk. 
Surely no man ever said so few weak things or was so seldom 
silly as Lawrence. If he, bowing to the common infirmity of 
our nature, was not wise at all hours, in these barren intervals 
he had at least the discretion to be silent. There was nothing 
of the * prating fool ' — of the tale-bearer — about him. But he 
could not be fairly charged with want of candour. He was 
not false by withholding the truth. If Lawrence was secret, 
he was not insincere. 

In him the passions and emotions, which so disturb and 
excite ordinary mortals, had but little sway ; they seemed ever 
in complete subjection to his will. He was never the victim 
of uncontrollable impulse. All his acts, even in emergency, 
were the result of deliberate calculation, of calm and unruffled 
reason. Whatever errors Lawrence committed in life were 
probably errors of pure judgment. It could not be said that 
in him reason was ever obscured or overruled by passion. This 
absence at all times, even when most tried, of any visible 
emotion, made him appear cold; while his habitual reserve 
repelled all confidence. Hence, while he compelled men to 
admire him at a distance, he did not attract them closely or win 
their affection. Yet, if Lawrence did not habitually exhibit a 
warm heart, he was rigidly just and upright in his dealings, 
and those who were best acquainted with him and his acts 
know that when he appeared to be harsh or ungenerous, it was 
from a clear and firm conviction, whether that were right or 
wrong, that he was acting fairly and justly. Such conduct 
may not, indeed, always have seemed amiable, but it was almost 
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always true. Lawrence hated and despised all cant and im- 
posture, and easily saw through them. He possessed singular 
skill in estimating the ability and attainments of others, and 
was not readily imposed on in this or, indeed, in any way. But 
while he contemptuously trampled ignorance and assumption 
under foot, he was quick to appreciate, and would willingly 
advance intelligence and industry. 

* He could be very generous,' writes Dr. Bullar, who knew 
him intimately. * He gave his favourite nephew (whose life 
of high promise as a surgeon was cut short by the cholera of 
1831) unlimited leave to draw on his banker for expenses at 
the medical schools of France and Germany; and an Irish 
gentleman, who apprenticed himself to Lawrence at a later 
age than usual, told me that Mr. Lawrence strongly dissuaded 
him from spending his fee (500Z.) in this way.' 

It is a matter of course that a man like Lawrence would 
attain extraordinary eminence in whatever profession he worked, 
and to say that he diligently devoted his life to the practice of 
surgery and to the sciences upon which it is based, is simply 
to affirm that he became one of the greatest surgeons that have 
ever ennobled it. His was no low or narrow view of the re- 
quirements of surgery ; its practice in his hands was no mere 
empirical or mechanical art, but he thought it worthy of the 
highest powers of the intellect. He was no mere skilled artisan, 
but a thorough philosopher. Nor was he content to cultivate 
the sciences only so far as they were directly applicable to 
practice ; but he loved them for their own sake, and from first 
to last he pursued them for the charms they possessed. The 
zeal with which he studied, especially in early life, anatomy 
and physiology, human and comparative, is well known. He 
never failed, thi^oughout his long career, to possess himself of 
the current knowledge of these sciences, and, to the last, it was 
most interesting and instructive to hear him discuss the doc- 
trines of the day. 

One afternoon, during the last year of his tenure of office 
at the Hospital, he was met by an old pupil in the theatre of 
the College of Surgeons, where he was attentively examining 
some ancient skulls, which had recently been placed there for 
exhibition. The few remarks he then made were sufficient to 
show how well qualified he was to have spoken publicly upon 
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some of the difficult questions which at present engage the 
attention of physiologists. 

As a surgeon Lawrence was distinguished rather by his 
clear and vigorous conception of principles than by any special 
or peculiar skill in the details of practice. This is well illus- 
trated in his last work — the volume of Surgical Lectures which 
he published. His great ability was never more conspicuous 
than in prognosis. At times^ with marvellous dexterity, he 
would predict the issue of a case which baffled or misled every 
one around him. Thus his most daring achievements as an 
operator were often crowned with success, which to others 
appeared in the distance as the remotest chance. 

His practice was remarkable for decision and effect His 
treatment of a case was very seldom ^ expectant.' When he 
acted it was always to some purpose. He prescribed very 
few drugs, and only those of unequivocal power. Yet he was 
very far from being a rash surgeon, and no man was ever less 
meddlesome than he. Usually very cautious and far-sighted, 
his mistakes in operative surgery were comparatively very rare ; 
but — and this was characteristic of the man — when they did 
occur, were sometimes of considerable magnitude. His supe- 
riority was most apparent in consultation. Usually he said 
very little, but that was always strictly to the point. At such 
times he rarely indulged in speculation, but addressed himself 
only to the practical questions which arose. His opinion and 
advice were eminently reasonable. Even when you differed from 
his conclusions you felt the force and soundness of the views 
he took. And then many may remember how, by a few 
trenchant remarks, he would scatter to the winds an elaborate 
hypothesis, or expose the fallacy of a diagnosis by a single 
question. It is significant that those who knew him were 
restrained by his presence and became unusually slow and 
cautious in advancing an opinion. 

As an operator, before his physical powers began to fail, 
he was decidedly skilful ; but his skill was shown, not so much 
in grace of action or in apparent manual dexterity, as in the 
ability with which he accomplished the end in view, and the 
manner in which he brought the operation to a close. Near- 
sighted in early life, his vision in his declining years, except 
towards the end, not only did not fail, but in some respects 
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improved. To the last he operated without glasses, and those, 
which for some years he occasionally used at other times, still 
later he almost entirely laid aside. 

All his colleagues and pupils, and many others, were 
familiar with his amazing coolness and perfect self-possession 
under the greatest difficulties. He seemed never to be dis- 
turbed, even by the most perplexing and untoward occuiTcnce. 
Beyond the faintest blush, which, perhaps, now and then for 
a moment passed over his countenance, no indication of any 
kind appeared that he was in the least degree affected. This 
wonderful equanimity made him the same at all times, and 
under every circumstance. Whatever he may have occasion- 
ally felt was known only to himself. So far as observation went 
the worst difficulties of an operation or the storm of an indig- 
nant assembly alike failed to evoke any evidence of emotion. 

In the way he did his work at the Hospital Lawrence taught 
a great lesson. He spared himself no pains or trouble. What- 
ever might be the stress of his other engagements, no sign of 
it appeared in the orderly, regular, and punctual manner in 
which he performed his public duties. Even when busiest he 
always found time, without apparent hurry, to do well and 
thoroughly his hospital work. And then his bearing to the 
sick poor was absolutely faultless. Always kind and consi- 
derate, no one was ever more gracious and gentle to women 
and children. It was delightful to witness his tenderness to 
them, and it is pleasant to recall it. But no matter what the 
condition or antecedents of any patient might have been, Law- 
rence never inflicted unnecessary pain even by a rough word. 

In speaking of Lawrence as he worked and taught at the 
Hospital, I gladly accept the opportunity which the kindness of 
Dr. Latham has offered of introducing some remarks on him as 
a clinical teacher, which were written many — perhaps twenty 
— years ago by one of the very best of all his pupils. It is 
indeed fitting that what William Ormerod thought of Lawrence 
should be recorded here. He says : — 

^ The few years spent by a student at a large hospital afford 
great opportunities of collecting definite practical knowledge 
of individual cases of diseases, and of testing the applicability 
of the more important principles of treatment. Still the years 
are few, the. attention is divided amongst a number of objects. 
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whilst the necessity of being prepared for approaching examina- 
tions renders the time devoted exclusively to the acquirement 
of clinical knowledge short, interrupted, and too often insuffi- 
cient. How immensely valuable, then, is the teacher who by 
example and precept is constantly setting before the student 
those principles of observation, which may to a certain degree 
supply the shortness of time, and indicate the only true path of 
useful and proper study, which may in fact render a partially 
educated man capable of gradually educating himself during 
the daily duties of the practice of his profession. This 
Mr. Lawrence did in an eminent degree. The whole tenour of 
his writings, conversation, and practice was to set before the 
student the value of the great practical writers in the profession, 
and the utter worthlessness of the mere noisy claimants for 
notoriety, to teach all to form a proper appreciation of the 
constant and hard labour required for a proper and competent 
discharge of professional duties, and the real incapacity of any- 
body not practically laborious, and above all to lay clearly 
before every one that whilst professional learning allowed us to 
deal with some of the greatest difficulties and dangers, that 
there was a clear line bounding our knowledge, beyond which 
we had no right to assume that our information extended. To 
be ignorant of clearly ascertained and written knowledge, to 
be idle or not absolutely industrious, or to attempt to hide 
ignorance by assumed learning, or a mere guess by obstinate 
certainty and noisy argument, were with him faults of so deep 
a dye, and so utterly below all honourable feeling, that his 
countenance at once told the student his hatred and contempt 
of such vile attempts at assuming professional character and 
knowledge. If a few years or months only were allowed the 
student to attend the practice of Mr. Lawrence, in that short 
time he could learn that he had entered a hard and laborious 
profession, where every faculty should find its use in searching 
the recorded experience of the present and past generation, in 
studying disease by treating it, and in rendering himself com- 
petent to detect the indications of treatment in difficulties, to 
seize the characteristic distinctions in questions of obscure 
diagnosis, and to meet the dangers and emergencies of great 
operations. To reach this position the student could learn from 
his example that he was able and should daily persevere, but 
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the practice and advice of his accomplished and accurate teacher 
taught him that to order active means without indications, 
to be wise without reasons, and to operate for mere operat- 
ing's sake, were but the signs of rashness, inexperience, and 
folly. How often have we waited at the ward fire for Mr. 
Lawrence in his week, though not on his day, feeling sure that 
his love for his work and daily diligence had not forsaken him, 
and that he would come to see if anything was wanted. 
Perhaps some injury of the head, a bad fracture, or a case of 
acute inflammation had been admitted, some case which had a 
real diflGiculty and required an immediate decision, or perhaps 
even an operation. As he entered the ward each hat was taken 
off, and the sister standing at the right-hand of the door curt- 
seyed, but nobody spoke. Mr. Lawrence then bowed or nodded 
to somebody, or to the house surgeon, and then proceeded to 
the bedside of the patient, to whom a few kind words were 
spoken before anything was done. An examination of the 
patient was then gone through, with a few questions to the 
house surgeon, to the sister, or to the patient himself, and then 
the orders were given, or the patient was told that some opera- 
tion was required, or nothing was said ; but the short question, 
" Is Mr. So-and-So here?" told the regular attendants that a 
consultation would be held. But this short interview at the 
bedside was often succeeded, as we knew, by a few remarks at 
the fireplace away from the beside, where a short clinical lecture 
on the case and its probable termination, with especial stress 
on the points to be watched as capable of being treated, and a 
minute description of any rarity either in the occurrence of 
such cases or in any particular symptom present were, as we well 
knew, so often given and so good, that we calculated on them. 
*How often have we rejoiced to see him in the theatre, 
whether he operated or not. If he operated himself every- 
thing was done with the greatest care, from the time at which 
he tried the edge of the scalpel on his thumb to the moment 
at which the patient left the room, unencumbered with any 
quantity of bandage and plasters and other ill-timed applica- 
tions. If he did not operate himself, we knew how sure we 
were to have a good view, for nobody so carefully cleared the 
area between the patient and the class of opaque intruders, and 
we knew that when he was by, persons were very shy of say- 



Sir William Lawrence ^ Bart 15 

ing ftnything without being quite sure of it. These were our 
gain as pupils^ but his colleagues found in him a ready 
assistant^ and such an adviser on the spur of the moment as is 
rarelj met with, for the learning and quotations from Italian, 
German, and French authors, which fill his written works, 
were never permitted to overlie or interfere with the con- 
stantly ready and eminently practical knowledge which a life 
spent in the wards of this country's greatest hospital had so 
aLply given. 

' The surgeon of a large hospital holds a most responsible 
position. The relief of the sick committed to his charge is his 
first duty, the education of pupils and the advancement of 
professional knowledge are also required of him ; but for the 
relief of his patients and the instruction of those intrusted to 
him he is bound to give the best and highest degree of profes- 
sional knowledge. The day's duty which raises a poor man 
from the bed of sickness may supply precedents for the pupils 
and be the means of multiplied blessings to others in future 
years, as surely as their omission may allow not one patient 
only, but ultimately hundreds, to linger on uncured or even 
perish. The successful lecturer and the learned or practical 
author are, for these reasons, far inferior in usefulness to him, ^ 
who, knowing his profession, practises it publicly, and daily 
transacts before the eyes of a large class the great experiments 
of the healing art. The rule may admit of some exceptions, as 
in the case of one great living medical writer, and in such rare 
minds as Harvey, Jenner, and Hunter; but the influence 
for good of Pott, Abemethy, and Sir Astley Cooper, who wrote 
well and largely, and of Cline, Mr. Blizard, and Mr. Liston, 
who wrote but little, is probably greatest and widest by the 
daily instruction which a steady and laborious attendance to 
their hospital duties afforded to a large and studious class of 
pupils. Such was Mr. Lawrence's great usefulness, though 
he lectured, and wrote, and spoke, each in a manner equalled 
by few, and in all together probably surpassed by none. The 
student who diligently attended his practice saw a man of the 
highest abilities, of knowledge, of minute accuracy, and never- 
failing readiness, punctually attending to his duties in a large 
hospital, to the patients of which he afforded that care and 
relief which laborious education and long experience, with cool- 
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ness in the boldest and delicacy in the most minute operations^ 
could alone convey. The bookworm or the practical man^ the 
lover of the operating theatre or the mere dexterous mani- 
pulator^ might all learn a lesson from him^ when a rare dis- 
location afforded scope for reference to authorities, a cancer of 
the breast allowed him to quote his long and decided experience, 
a severe case of erysipelas, or some formidable tumour of doubt- 
ful relations, formed the subject of his operations, or some 
delicate operation for hernia or cataract attested that delicacy 
of touch which his great accuracy in the recognition of deep- 
seated matter so often showed him to possess. 

^ Was Mr. Lawrence a student throuo^h life ? During the 
earlier years of his life, and during the writing of his books 
and the arrangement of his lectures, he undoubtedly was, and 
a most laborious one. The character of his writings indicates 
deep and close study ; the printed surgical lectures are a good 
summary of the best practical authors, and his own knowledge 
of professional literature was great. Still this complete know- 
ledge, with certain exceptions, did not seem to extend beyond 
a certain date, and those numerous and voluminous octavos 
which for so many years have been inundating the medical 
public were but slightly known to him, though he seemed to 
know the main points so well, that even the working student 
was not too willing to be questioned by him in conversation on 
them. He seemed by hard study and constant clinical observa- 
tion to have laid after some years a most solid and extensive 
foundation of surgical knowledge, unencumbered by doubts, 
resting on the most certain proofs, quite sufficient for practice, 
and far beyond all ordinary men ; this he daily practised and 
perfected more and more, from it he was willing to remove 
what was shown by clear evidence to be wrong, and to it he 
seemed to be adding from time to time by selection and well- 
chosen reading the principal practical points of recent date. 

* The character of each man's mind retains through life the 
impress of the tone of the period in which he was educated, and 
the beginning of this century was indeed one of importance in 
our profession. The works of Hunter were probably more 
studied then than now ; the human body, though not so gene- 
rally known by the microscope, was perhaps more accurately 
by the eye ; and anatomy was studied in relation to the great 
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questions of surgical operations. The connection of clinical 
medicine with surgical practice^ the relation of fever, of 
tubercle, of organic disease of the internal organs, and of the 
various important morbid diatheses as evidenced by the urine, 
with the ordinary cases of disease treated by surgeons, were 
only then beginning to be generally studied ; whilst the mass 
of minute medical chemistry and microscopic pathology, which 
during the last few years has almost daily, and often almost too 
rapidly, been laid before the profession, was all but utterly 
unknown. But, without all this, it was a great and important 
period, as great indeed as the present. To it we owe the mass 
of our knowledge of the anatomy of hernia and of fractures 
and dislocations ; from it we have gained our best information 
on the diseases of the eye and the injuries of the head ; and the 
really valuable additions to our knowledge on diseases of the 
skin, the treatment of aneurism, malignant diseases, and syphilis, 
since that period, though great, have neither crushed nor over- 
balanced the foundations then laid. If the rising generation 
are daily showing the wonderful connection between the animal 
and vegetable kingdom, unravelling by chemistry and by the 
microscope minutest structures and changes, and thus explain- 
ing the highest principles and the most abstruse relations of 
the secret changes and processes of the human body in health 
and disease, still their fathers did as great a work when they 
laid such a foundation as we possess in their works on such 
subjects as the diseases of the brain, the bloodvessels, and the 
eye, the anatomy of hernia and of the injuries to the skeleton, 
and the practical pathology of syphilis and malignant disease. 

* It was during this period that Mr. Lawrence was educated, 
and to these subjects his mind evidently turned. His clinical 
lectures and his works were the best proof. The volume 
on the treatment of hernia is the best complete work on the 
subject in our language, from its excellent account of the 
anatomy of the parts in health and the important and various 
changes in disease, based not only on his own dissections and 
the rich collections of St. Bartholomew's museum, but contain- 
ing also the purely anatomical researches of Cloquet, Langen- 
beck, and Camper, with the equally important and well-weighed 
observations of such anatomists and surgeons as Scarpa, Sir 
Astley Cooper, and Hey. The work on diseases of the eye 
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gtands less alone amongst the works on this subject than that 
on hernia ; it is equal to any in its accurate descriptions of 
disease ; but, whilst the work on hernia is that of a laborious 
student and a decided and active surgeon, the treatise on diseases 
of the eye seems often to be rather the work of a pathologist 
and accurate observer of disease.' 

The intellect of Lawrence was characterised by a rarely 
equable and harmonious adjustment of parts. There appeared 
to be no deficiency or excess. All the faculties of his mind, 
like his frame, were in such perfect proportion, that you were 
never struck by anything in particular, but charmed with the 
whole effect. Just as when one looks on the most perfect 
trophies of art, no part especially catches and arrests the eye, 
after the fashion of inferior works, but by equality of excel- 
lence they at once suppress criticism and command admiration : 
so with Lawrence. There was nothing monstrous or eccentric 
about him. In a word, it might be said of him that the whole 
man, mind and body, was in perfect taste ; and — as it is only 
with the greatest — that the better he was understood the more 
he was admired. 

It is well for some men that they are publicly known only 
by their works, for it has too often happened that the charm 
which an author has raised has been rudely dispelled by per- 
sonal acquaintance. But of men of the stamp of Lawrence no 
adequate conception can be formed from their books. Law- 
rence was so much greater in himself than in what he has 
written, that it can never be said of him, as he said of Hunter, he 
* lives again in the ample stores of knowledge left behind him.' 

But his name and memory and the tradition of his work he 
has left — a rich legacy — to the profession to which he devoted 
his life, and lived so eminently to adorn. His example will 
survive and influence surgery long after those have passed 
away who can remember the fine old gentleman as he went 
round the wards of St. Bartholomew's. And, as the great 
surgeon of the Hospital, one may borrow for him his own noble 
image of Hunter, and say, ^ Here he reigns alone, like the 
Jupiter of the heathen mythology — 

* Cui nullum viget simile aut secundum.' 
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Article L — Removal of an enormous pendulous Tumour 
from the Back. By Luther Holden. 

ELIJAH FARMER, aet. 67, was admitted into Colston 
Ward on July 31, 1867. He is of middle stature, 
rather corpulent, has always enjoyed excellent health, and has 
regularly worked at his trade as a plumber and glazier up to 
the day before his admission. 

The object of his coming was to be relieved of an enormous 
tumour growing from the back between the shoulder-blades, 
as represented in the cut. Its longitudinal circumference 
measured 41 in., its transverse circumference 40 in., the cir- 
cumference of its root 30 in. Its weight was guessed at 35 lbs. 
The skin over it was natural in appearance. Several arteries 
as large as the radial at the wrist could be felt pulsating over 
it, and numerous large and varicose veins were visible upon it. 

The tumour had existed for twenty-four years. When first 
noticed, it was about the size of a walnut. For many years it 
grew very slowly ; latterly it had been increasing in size at a 
great rate. 

As the tumour was probably composed chiefly of fat ; as it 
was tolerably loose and moveable at its root; as the patient 
was in excellent health and spirits, and extremely desirous to 
be rid of his gigantic burden, my colleagues with myself came 
to the conclusion that its removal was justifiable. 

The operation was performed under jchloroform on August 3. 
Considering the great bulk and weight of the tumour, ar- 
rangements were made to support it by large hooks attached 
to a rope passed over a pulley. Thus it could not tear itself 
away during the operation, and one could the more easily work 
at its root. 

Its detachment was accomplished without any unforeseen 
difl&culty. The haemorrhage from the numerous vessels was 
arrested by little spring pincers, ligatures being applied after 
the removal of the mass. The wound was dressed with a com- 
press of dry lint and a roller. 

The shock of the operation was not more severe than might 
have been anticipated. He soon began to rally under the care- 
ful watching of his dresser, Mr, F. E. Aldrich, who sat up 
with him during the first night. 

On the third day he had quite recovered from the shock. 
The wound was dressed for the first time with a lotion of car- 
bolic acid, in the proportion of one drachm of the acid to a pint 
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of water, which answered admirably throughout the subsequent 
progress of the case in removing all offensive odour. 

On the eighth day the bowels acted for the first time, after 
an ordinary injection. 

Sept. 5. — Since the date of the last note the patient baa pro- 
gressed uninterruptedly well, and the wound is cicatrising and 
contracting rapidly. 

Nov, 6. — Patient left the Hospital perfectly well. 

The tumour weighed 37 lbs. It consisted of masses of fat, 
of various consistence, intersected by strong fibrous partitions. 



In the centre of it was a large irregular cavity, containing about 
two quarts of thick oil, with small lumps of degenerated fat float- 
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ing in it. Its appearance on a perpendicular section is shown in 
the annexed woodcut. Two coloured drawings of it, one be- 
fore, the other after its removal, are preserved in the museum 
of St. Bartholomew's Hospital. 



Article II. — On Spasm or excessive Contraction of the 
mitscular coat of the Urethra^ commonly called Spas- 
modic Stricture. By William S. Savory, F.R.S. 

TTT^HEN stricture of the urethra is spoken of, anyone is 
f f understood to mean an abnormal contraction of some por- 
tion of the canal from structural change, for although surgeons 
classify strictures into organic, spasmodic, inflammatory, and 
so forth, the latter forms hold but a very subordinate place in 
the literature of the subject, while in practice it often happens 
that they obtain little or no consideration whatever. Some 
surgeons, indeed, deny or ignore the existence of spasm alto- 
gether ; even by our authors of most repute spasmodic stricture 
is stated to be very rare, and it is hardly admitted that spasm 
may occur alone. 

Not very long ago it was believed that spasmodic stricture, 
when it occurred, was necessarily limited to the membranous 
portion of the urethra, where it is encircled by striated muscle, 
because it was supposed that it could be caused only by the 
action of the compressor urethras muscle. Even now tbe mem- 
branous part of the urethra is stiU spoken of as the muscular 
portion. Since, however, it has been known that the urethra, 
in its entire course, is invested by muscular fibre, it has been 
admitted, though for the most part grudgingly, that spasm may 
occur in any portion of the canal. 

But although it is now allowed that the canal of the urethra 
may become abnormally contracted by muscular action in any 
part of its course, the opinion seems everywhere to prevail that 
the so-called compressor urethras muscle is the chief agent in 
the production of spasmodic stricture, and that it is therefore 
usually limited to and always most intense at the membranous 
portion of the urethra. 

But is this view borne out by observation or analogy ? 

The idea that the membranous portion of the urethra is the 
chief seat of spasm rests on the old belief that the part in ques- 
tion alone is muscular, and on the fact that instruments are more 
frequently obstructed in their passage there than elsewhere. 
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But then here the canal becomes smaller ; there is the fibrous 
septum called the triangular ligament^ and just at or about this 
part organic stricture is most common. 

Evidence of variation of calibre from muscular contraction 
appears to me to be most decided and best marked in the por- 
tion of the urethra anterior to this, not only from variation in 
the size and shape of the stream of urine in health, but also 
from the effects often experienced in the passage of instruments. 
They are sometimes grasped and held with force by the urethra. 

No portion of Hunter's surgical works seems to me more 
instructive than his remarks on this subject. From clinical 
observation he predicated that the urethra must be muscular 
throughout, long before the fact was demonstrated by micro- 
scopical research. 

Assuming spasm to exist in the membranous portion, is it 
then due to the contraction of the compressor urethrse muscle ? 
Are not the unstriped fibres still concerned in its production ? 

We do not attribute certain forms of colic or spasmodic 
asthma or excessive contraction of the smaller arteries under 
certain circumstances, to any other agent than the unstriped 
muscular fibre in the walls of the tubes, because this is the 
only form of muscular tissue present. Is not, then, the mus- 
cular coat of the urethra equally competent to produce all the 
effects of spasm which are witnessed ? 

Is not the character of the contraction better explained by 
the action of the plain than of the striated muscle ? Does not 
the comparatively abiding or equably sustained character of the 
spasm rather accord with the action of the plain fibre ? Is not 
spasmodic stricture of the urethra more akin to the inordinate 
contraction of other tubes which can only be acted on by plain 
fibre than to the intermittent or oscillating character of the 
cramp with which striated muscle is often affected ? 

With reference to the assertion that examples of pure spas- 
modic stricture are very rare, of course in every case there must 
be something wrong to produce excessive or spasmodic contrac- 
tion, and it is the business of the surgeon to discover and correct 
the mischief. But if by pure spasmodic stricture is meant the 
occurrence of spasm apart from inflammation or structural 
contraction, it cannot be conceded that the statement is 
accurate. I believe there is evidence to show that not only is 
inordinate contraction of the muscular coat of the urethra com- 
monly, nay, almost constantly, associated with stricture from 
structural change, but that undue muscular contraction of the 
urethra apart from the presence of any structural change — or 
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simple spasmodic stricture— is much more common than it is 
supposed to be, its effects being often attributed to permanent 
stricture. 

That spasm is commonly associated with permanent stricture 
is shown by — 

The varying size of the stream even when permanently di- 
minished. How very few instances of stricture occur in which, 
upon investigation, it does not appear that the stream of urine 
varies much in size ; that at certain times and under favourable 
circumstances the urine is passed much more easily and quickly 
than at others. This fluctuation in the size and other cha- 
racters of the stream which is so very common in cases of 
stricture cannot be due to any permanent alteration of the 
canal, but must be referred to some temporary cause which is 
capable of modifying its size and shape. In this way may be 
recognised, I think, the fact that abnormal contraction or spasm 
of the muscular tissue of the urethra is commonly associated 
with or engrafted on permanent contraction of its canal ; nor 
does it appear difficult to understand how such extraordinary 
contraction of the muscular coat should be provoked by the 
additional force with which the urine is necessarily driven into 
the urethra against the stricture — 

The greater facility with which instruments may be intro- 
duced at some times and under certain circumstances than at 
others — 

The speedy improvement which follows measures that can 
hardly, in so short a time, affect a permanent stricture; such 
as rest, warmth, aperients, opium — 

The effect of removing the pressure of the urine from behind, 
as by tapping the bladder. This is often at once followed by 
partial relaxation of the contracted portion of the canal. Beyond 
the immediate relief which is afforded by the operation this 
appears to be the great advantage which is derived from punc- 
turing the bladder or urethra behind in retention of urine from 
stricture. The urine is no longer impelled against the obstruc- 
tion by straining, and the muscle of the urethra, allowed to 
rest, relaxes — * 

The effects of enlarged prostate. Sir B. Brodie remarks : 
* Where a simple chronic enlargement of the prostate gland 
supervenes on stricture of the urethra, the latter usually be- 
comes less liable to spasm, and is more easily dilated, and 
altogether more tractable than it was before.' Because now 

* See especially Cock, * Mrdico-Chirurgical Transactions,' vol. xjulv., and * Guy's 
Hospital Reports,' 3rd series, vol. xii. 
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the pressure of the urine, which was a constant source of irri- 
tation, is intercepted by the prostate — * 

The fact of complete retention of urine suddenly supervening 
upon stricture — t 

The fact, often verified after death, that the degree of organic 
contraction will not account for the degree of obstruction which 
exists. 

Thus, I think, can be explained how the controversy about 
impermeable stricture has arisen. Much discussion has been 
expended upon the question whether such a condition as a 
really impermeable stricture ever occurs. That the canal of 
the urethra is ever so permanently closed and sealed up by 
organic stricture as to be altogether impervious to urine may 
very well be denied ; but no position can be less tenable than 
that taken by those who argue that where urine can pass out 
an instrument may be passed in. In some cases, indeed, neither 
urine nor instrument can pass ; but even if the former can 
somewhat freely escape it by no means follows that the latter 
can be passed through. This is a very different thing, for 
setting aside other considerations everything may depend upon 
the presence or absence of muscular contraction. There may 
be a passage for the urine, but it may be closed against an 
instrument. 

With reference to the fact of spasm or inordinate contraction 
supervening upon organic or permanent stricture, the question 
suggests itself — Is not muscular contraction least capable of 
affecting the calibre of the urethra where the walls of the 
canal are most indurated ? It would appear that in propor- 
tion to the rigidity of the walls so must the effect of spasm be 
diminished. 

There can be no difficulty, however, in understanding that 
structural change of the wall of the urethra producing per- 
manent stricture, whether associated or not with congestion or 
inflammation, may be the means of exciting undue or spas- 
modic contraction of tiie muscular coat of adjacent or distant 
parts of the urethra. 

But, further : I do not think that considerable narrowing of 
the canal of the urethra from contraction of its muscular tissue 
alone is very rare. Where there is no difficulty in voiding the 
urine such diminution of the stream is apt to escape observa- 
tion, but cases not unfrequently occur in which the fact cannot 
be overlooked. For example : I lately saw a man of middle 

* Works, 1865, vol. ii. p. 404. 

t See Brodie, op. cit=, 1865, vol. ii. pp. 395 and 413. 
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age who has been in the habit for many months past of intro- 
ducing at intervals of ten days or a fortnight a catheter into 
his bladder to prevent, as he expressed it, the canal closing. 
He assured me that he had more than once attempted to give 
up the practice, and the difficulty and distress of voiding the 
urine by a slender stream became gradually so great that he 
was always at length driven to seek artificial relief. This man 
had no evidence whatever of organic stricture or of any per- 
manent obstruction, but I have seen the stream vary in size 
from that of a No. 10 or 12 to that of a No. 2 or 3 catheter. 
It may be mentioned that other means, such as the warm bath 
and opium, always afforded him temporary reUef, but he pre- 
ferred the use of the catheter. I do not mean to justify, nor 
did I sanction, the use of any instrument in this case which 
very likely assisted to provoke the mischief it was intended to 
remedy, but I think there can be little doubt to what the 
remarkable diminution of the stream was due. 

Again, I lately saw a younger maU whose stream of urine 
varied even more than in the last case. Here the stream was 
rarely even moderately full, and often so scanty that it was 
only by a great effort that it became continuous. The water 
would often in great part dribble away. Yet a large instru- 
ment might be always, even at the worst times, introduced 
without any difficulty into the bladder, but it was for awhile 
firmly grasped by the whole urethra. I could mention other 
cases of the same kind. 

On the other hand, cases might be cited where the urine 
flowed freely in a ftdl stream, and yet where the passage of an 
instrument was obstructed. A man was in the Hospital com- 
plaining of symptoms which led to the use of the catheter. 
The urine flowed in a full stream, and if a full-sized instrument 
were quickly and lightly passed it went smoothly into the 
bladder, but when withdrawn it was impossible to repass it for 
some time afterwards. Its previous passage had induced so 
much irritability that it was at once firmly grasped. If not 
adroitly introduced this would often occur in the first instance. 
It might indeed be suggested that owing to clumsy manipula^ 
tion the extremity became lodged against some point of the 
wall of the urethra ; but it was obvious to all who saw the case 
that the passage of the instrument was not thus obstructed but 
that it was held tightly by the urethra. 

That spasm therefore may and often does occur alone is 
shown by the frequent and very considerable diminution of the 
stream of urine — which, however, often escapes notice — and by 
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circumstances which sometimes attend the passage of an in- 
strument. 

Spasm when admitted is regarded as a very transitory affair. 
Hence the contrast of the term permanent, which is given to 
stricture due to structural change. 

That spasm or muscular contraction of any degree is in its 
very nature transitory there can be no doubt ; but yet cases 
occur in which all the symptoms of stricture endure for years, 
but in which, nevertheless, there is clear evidence to show that 
it entirely depends on muscular contraction. 

In the following case the spasm very closely simulated organic 
stricture. 

A man between thirty and forty years of age, whose health 
for some time previously had been unsatisfactory, complained 
of considerable difficulty in passing urine. Very much strain- 
ing was needed to relieve the bladder, and then the urine only 
in part escaped in a very slender stream and the rest dribbled 
away. The gentlest introduction of any instrument always 
gave acute pain, and the point was arrested at a variable dis- 
tance, but usually within some four or five inches of the orifice. 
So sensitive was the urethra that the canal could not be fairly 
examined without chloroform, and even then, on almost every 
occasion, the instrument was arrested before it reached the 
bladder. Only once or twice was this accomplished in .the 
earlier part of the case, and then an instrument of moderate size 
— No. 7 or 8 — was carried through with facility. This state of 
things endured for many months, and it was observed that the 
condition of the urethra always varied with the general health. 
Now and then, to the man's astonishment, the urine would pass 
freely in a full stream, but in spite of every apparent precau- 
tion the amendment was only transitory ; in a few hours the 
diflSculty and distress were as great as ever. After a time all 
attempts to pass an instrument were given up except when some 
fresh surgeon was consulted, who of course did not believe in 
the difficulty until he himself had made an unsuccessful attempt 
to overcome it. Then, some time after the urethra had been 
left to itself, the symptoms gradually abated. The first indi- 
cation of improvement was that during a loose action of the 
bowels, after aperients, the urine would escape in a full stream 
without difficulty. At times a tolerably free stream would 
flow for days together, and then again, perhaps from some 
indiscretion in diet, the condition of parts would become as 
distressing as ever. Even to the last any attempt to introduce 
an instrument was always unsuccessful and mischievous. But 
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at length the evil gradually abated, and for the last year or two 
the urine ha^ been passed freely in a full stream. 

In the * Lancet' of April 13, 1867, Mr. Campbell De Morgan 
has recorded a case of what may well be called permanent 
spasmodic stricture inasmuch as it was of some twenty years' 
duration. 

The explanation of these and of many other cases more or 
less persistent and unyielding, I take to be this: The mus- 
cular coat of the urethra cannot always be in a state of spas- 
modic or inordinate action, but is immediately excited to con- 
tract unduly by any impression upon the mucous membrane of 
the urethra or adjacent parts : so the contact of urine, or still 
more of an instrument, at once provokes it. Thus, as the canal 
is almost always more or less contracted by the passage of 
urine, and still more completely closed by any attempt to pass 
an instrument, evidence of stricture always exists when its con- 
dition can be examined, and thus, so far as every appearance is 
concerned, the contraction is persistent, but in all probability 
there is in intervals of complete quietude more or less complete 
relaxation. 

The influence of chloroform is sometimes very great in these 
cases, and its value twofold — in diagnosis and m treatment. 
It is not always, however, sufficient to cause thorough relaxa- 
tion of these muscular fibres. 

When spasm is associated with organic contraction or inflam- 
mation or congestion, either alone, or still more when combined, 
it may be reasonably assumed that the cause of it is obvious 
enough ; but if spasmodic stricture may and often does occur 
independently of any of these, the question arises — To what 
cause may spasm, thus pure and simple, be due? 

The exciting cause of simple spasm may be either in the 
urethra itself, or it may arise in neighbouring or even in dis- 
tant parts. A common example of the former class is the 
spasm which is often provoked by the introduction of an in- 
strument. Everyone knows how the effect is increased by 
clumsy manipulation, and how the difficulty is often averted by 
attention to the temperature of the instrument, and, better still, 
by gentleness and lightness of hand. As before mentioned, 
the difficulty may be often escaped, too, by rapidly carrying the 
instrument into the bladder, taking the urethra, if one may so 
speak, unaware. So, again, the distress which frequently 
follows the employment of irritating injections, or the passage 
of irritating urine, as sometimes after the application of a 
blister, are examples of the same kind. As illustrations of the 
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latter class may be mentioned the spasm associated with in- 
flammation of the prostate^ and that which is often induced by 
some affections of, or operations on, the rectum, or even by 
fracture of the leg. The degree to which these several excit- 
ing causes may act will of course depend upon the disposition 
of the urethra itself. 

It is significant that spasm of the urethra is not uncommonly 
associated with spasmodic action in other parts. At present I 
have under observation an elderly man, in whom attacks of 
spasm of the urethra, leading to retention, alternate with attacks 
of spasmodic asthma. 

If there is truth in what has been advanced, it follows that 
the treatment of stricture of the urethra is very often too 
mechanical, and consequently apt to lead to much mischief. 
No doubt in the investigation of any case the distinction between 
organic and spasmodic stricture is usually borne in mind, 
although, indeed, as already mentioned, there are some who 
ignore the existence of spasm altogether ; but when the con- 
clusion has been arrived at that there is a permanent contrac- 
tion of the canal, perhaps too little care is given to ascertain 
whether there is simply a thickened, indurated, and contracted 
state of the mucous membrane, the result of morbid action 
which has now entirely passed away, or whether there is not 
still some evidence of inflammation or congestion or spasm. 
Not only is there a difference here between precept and practice, 
but even in the literature of the subject a strange inconsistency 
often appears. While in the pathology of stricture spasm is 
acknowledged to be a frequent complication of permanent con- 
traction, in the consideration of treatment its almost constant 
co-existence is practically ignored. The management of or- 
ganic stricture is discussed as if there were no such condition 
as spasm. 

Is sufficient attention given to the pain which is often caused 
even by the most careful and gentle introduction of an instru- 
ment ? Would an organic stricture in a passive state explain 
such tenderness of a particular portion of the urethra ? Are 
we, at all times, cautious enough to avoid making the urethra 
bleed ? Whenever blood follows the introduction of an instru- 
ment, is it not a sign that, in one respect at least, mischievous 
force has been employed ? 

If this be true, should not all attempts to cure permanent 
stricture by mechanical means be delayed, until, by previous 
measures of a very different kind, all active mischief in the 
form of inflammation or congestion has entirely passed away ; 
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until even all spasm has been, so far as it is practicable, 
subdued ; and until no morbid condition beyond simple passive 
stricture — contraction due solely to structural change — can be 
detected ? No doubt this mil be assented to in theory, and by 
some considered trite, but is it carried out as it should be in 
practice ? May I be allowed to say that I do not presume 
to address these remarks to those who, admitting the soundness 
of the principle, invariably act upon it. 

In point of fact, I scarely ever meet with a case of stricture 
which is in a fit condition for immediate treatment by me- 
chanical dilatation of any kind. After the nature of the case 
has been ascertained, it seems to me almost invariably to 
require, before any attempt whatever at mechanical dilata- 
tion is made, a period of absolute rest with or without other 
measures according to circumstances. And however highly 
we may estimate the value of rest and recumbency in these 
cases, I think we must be continually struck by the great 
benefit derived from it. A person who previously can only void 
his urine in drops by most severe and painful eflPorts, and is in 
instant danger of complete retention, after rest for a few days 
will pass urine in a stream with comparative comfort. 

If I may venture to speak in general terms, I would say 
that, in the treatment of cases of stricture, the rule should be 
to try first what can be done by other measures before resorting 
to mechanical means. The introduction of an instrument may 
be indeed necessary in the first instance as a means of dia- 
gnosis, often enabling us moreover, by observing its effect, to 
determine whether it shall be employed, and if so when, in the 
further treatment of the case. 

It need hardly be remarked that in the treatment of spas- 
modic stricture when not associated with any morbid change 
in the part — when pure and simple — the cause of it, whether 
direct or indirect, must be sought for, and if possible removed. 

Beyond the all-important means of rest and recumbency 
•and warmth in the form of baths or otherwise there are, we 
know, remedies which have powerful action in directly sub- 
duing spasm — chloroform for instance, which in cases of 
emergency will sometimes signally succeed, and enable us 
without difiiculty to pass a catheter through an urethra which 
just before had proved impermeable. Opium, which in these 
cases is so often an invaluable remedy, as a rule perhaps is best 
administered as laudanum by the rectum ; but this or some 
other form of it, whether solid or fluid, may be given by the 
mouth, or morphia may be injected under the skin. Belladonna, 
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too, or its alkaloid atropine, is sometimes useful, especially 
when locally applied ; but, as a rule, I think they bear no com- 
parison in efficacy to opium. 

Active aperients, too, are often strikingly serviceable. The 
urine, which up to the period of their action had been ob- 
stinately retained, will sometimes pass freely during a sharp 
action of the bowels. The escape of urine, which is often 
simultaneous with the action of the bowels, and usually then 
most free, is a fact which should be always borne in mind. 
And it may be remarked that the success which attends the 
use of such remedies as those which have been indicated is an 
additional proof, and a strong one, of the nature of the case. 
But, let it be repeated, we should, whenever it is practicable, 
go farther than this in our treatment of spasm of die urethra, 
and discover if possible the cause on which its occurrence 
depends. 

Even when spasm is associated with structural change or 
organic stricture, it may be controlled by the same means, 
more or less actively employed according to circumstances, 
although of course their effects are not now so striking or 
apparently satisfactory. When there is evidence of further 
mischief in the form of inflammation or congestion, local 
depletion or perhaps counter-irritation by other means than 
the application of cantharides may be advisable. But except 
in extreme and very urgent cases the use of drugs and of all 
active remedies may well be dispensed with, and reliance 
placed on simple measures of hygiene, such as wholesome 
food, warmth, and, above all, rest for a while even in bed. 

In conclusion, it is only right to state that the substance of 
this paper was written more than five years ago, and that 
further experience during this period has confirmed the opinions 
I have ventured to express. However faulty these opinions 
may be, they are therefore hardly open to the charge of hasty 
publication. 



Article in. — On the Pathology of Fatty Degeneration. 
By Edward Latham Ormerod, M.D. Cantab. 

FATTY accumulation and fatty degeneration, the physiolo- 
gical process and its pathological counterpart, are not to be 
placed in strong contrast, or regarded as two functions alto- 
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together distinct and practically separable from each other. On 
the contrary, dissimilar as they may be in some of their phases, 
they shade into each other at so many points that no exact line 
of demarcation can be drawn between them. They are directed 
by the same chemical principles, and the results, as measured 
by the same anatomical rules, are essentially identical. 

Not to lengthen these remarks by an enquiry into the laws 
of fatty accumulation, it is at least necessary, here, at the outset, 
briefly to indicate the successive steps by which the physiolo- 
gical merges into the pathological process. 

Regarding the subject from a chemical point of view : — 

1. In a condition of health, where all the organs are as yet 
sound and the years few, only such alimentaiy substances as 
are not available for immediate use are turned into fat. Obesity 
in this condition generally results from an excessive use of non- 
nitrogenous food. The physiological problem here is precisely 
the same as that which a smoky lamp presents, the carbon in 
both cases being supplied out of due proportion to the oxygen, 
and being deposited in the one case as fat, in the other as soot. 
And a properly devised regimen and diet are as surely success- 
ful in preventing the formation of fat in the animal, as adjust- 
ing the burner and the feeder are in preventing the formation 
of soot by the lamp. 

2. It is a step lower than this when fatty accumulation results 
from a deficiency of oxygen rather than from an excess of car- 
bon, when the fat is supplied by the carbon which enters into 
the composition of the nitrogenous as well as of the non-nitro- 
genous elements of the food. The remedies here are not so 
obvious nor so easily applicable, for the system may not be able 
to bear any considerable diminution of the class of aliments 
which supply the fatty matter in this case. We cannot leave 
these off as safely as we can suspend the use of non-nitrogenous 
articles of diet ; and, in advancing years, with which this second 
stage may probably coincide, the organs have lost something of 
their original integrity and reparative powers, and answer less 
readily to remedies. 

3. The third stage into which this insensibly shades is 
lower still. Here the source of the fat is removed yet farther 
from our control ; for it is not formed from the food introduced 
from without, but is a product of the daily waste of the tissues. 
This is the lowest condition of suboxidation. The invading 
substance itself is more widely diffused, and permeates other 
parts besides the cells of the common adipose tissue. Our 
remedial measures are now utterly inadequate to meet the 
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difficulty. The principles to be applied are indeed the same, 
but their practical application is often quite impossible.* 

Again, regarding the subject from an anatomical point of 
view, following the guidance of Virchow,t we find that fatty 
matter may accumulate under three typical forms : — 

1. In the first of these, which conunon adipose tissue fami- 
liarly illustrates, the cells in which the fatty matter is deposited 
are adapted for its permanent reception. This is a normal con- 
dition, the pathological equivalent of which occurs in the form 
of fatty tumours, and of local fatty accumulations which 
resist the common physiological influences to which adipose 
tissue generally is subordinated. The accumulation, except, 
usually, in the case of fatty tumours, may arise, and be dissi- 
pated, and arise again, without any detriment to the integrity of 
the containing tissue, whose function is to separate and retain 
fat for the purposes of the system. 

2. The second typical form under which fat accumulates is 
as a temporary infiltration of parts to whose functions it is inci- 
dental to be thus temporarily loaded with fat or oil, which is 
permeating them for transmission onwards. Such parts are the 
epithelial glands of the intestines and of the liver. When in 
active operation they are loaded with fatty matter, and when 
they have discharged their share of the digestive function the 
fatty matter passes on and they are free. But when, from any 
cause, this transmission is delayed, and the oil is retained within 
the gland cells, and the fatty infiltration becomes permanent, 
then the physiological line is passed, and a morbid condition 
results, which is most familiarly illustrated by fatty degenera- 
tion of the Uyer. 

3. The third form of fatty accumulation is where this sub- 
stance is infiltrated into parts which do not contain it in 
any appreciable quantity in the physiological condition, and 
where the infiltration is accompanied by the disorganisation of 
the part. The* typical normal illustration of this form is sup- 
plied by milk, where epithelium cells are produced in great 
abundance, only to be infiltrated with fatty matter, and then to 
be thrown off and die, producing milk as the result of this dis« 
organisation. This form of fatty accumulation is most fully 
illustrated in pathology. Instance the fatty infiltration of cells 
which results in the formation of the compound granular cell. 
Such, again, are the changes in muscular fibre and in the renal 

* See, on all this subject, Dr. H. Beoce Jones's * Lectures on the Applications of 
Chemistry, &c., to Pathology and Therapeutics,' 8vo. 1867, p. 170. 
t ' Cellular Pathologic,' S. 288. 
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epithelium^ which will be considered in detail in the further 
progress of these remarks. 

From both these points of yiew^ anatomical and chemical^ 
fatty degeneration seems to stand as one of the last of a series 
of retrograde changes by which health shades into disease. 
Anatomically traced, the gland-cells which should transmit 
fatty matter under these circumstances retain it, till that which 
should be a store of available nourishment becomes a perma- 
nent mechanical burden, and a hindrance to the functions of 
the part affected. Again, chemically traced, we find that in 
fatty degeneration the materials of the food and the products 
of the waste of the tissues are diverted from their usual des- 
tination. Their attraction for oxygen is limited by their che- 
mical affinities, rather than measured, as heretofore, by the 
physiological requirements of the system generally. They are 
suboxidised, in chemical language, and take the form of fat. 

As we descend in the series, from health to disease, the phy- 
siological force, which in the first instance rose superior to 
everything, and made itself felt throughout, attracting to the 
growing germ all that was required for its perfect development, 
sensibly fails. Its life-long antagonist, chemical affinity, now 
asserts its superiority in turn, so that fatty degeneration, in 
which this growing superiority seems at last to culminate, has 
even been regarded by some as a purely chemical change inde- 
pendent of all vital influences. I would venture to make a few 
observations on this, as it seems to me, untenable hypothesis. 

First, generally. We may often find substances of fatty 
origin belonging to the stearic or oleic series, as, for instance, 
acetic, lactic, or oxalic acid, or the rancid secretions in acute 
rheumatism or other febrile affections, occurring as the products 
of disease in the living body, the results of a degradation of 
the higher members of their respective series* But we cannot 
imitate Nature's operations directly in the laboratory. We can 
neither ascend the scale and make fat from the lower members 
of the series, nor can we suspend the process of degradation 
at any given point ; nor yet can we change a member of one 
series into another at will. That is quite beyond our power as 
chemists. The very limited success which we do reach in such 
experiments is obtained by working, so to say, with Nature's 
own tools— by putrefaction, for instance, rather than by a less 
complex operation. And, practically, the results are as yet 
rather curious tricks of the perfumer's trade than ava lable 
applications of scientific chemistry. 

It could hardly be otherwise. The powers by which organic 
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substances are fonned^ converted^ and decomposed In the ordi- 
nary physiological processes are wholly unlike those which we 
bring to bear upon them in our chemical experiments ; and the 
results of Nature's operations are wholly unlike ours. To go 
no further than the instance before us^ the strong affinity by 
which the elements of the hydrocarbons are bound together, 
their permanence and their resistance to anything short of 
destructive chemical agencies, contrast strongly with their ex- 
treme plasticity under the influences of the living body. By 
gentle continuous physiological influences results are obtained 
which violence and direct chemical action cannot procure. 
There is the same difference between Nature's chemistry and 
our own as between leading and driving, as between the gentle 
breaking up of the rocks by frost and the splitting them by 
gunpowder. Nature does most by the vis a fronte ; our operar- 
tions are mainly applications of the vis a tergo. 

When living materials are acted on, one set of changes takes 
place, which chemistry can interpret but cannot imitate. But 
when the physiological influence is withdrawn after death, and 
chemical affinity has full play, we have another set of products 
quite different to those which appear during life. Taking our 
illustration, again, from the subject before us, no known che- 
mical process could make wax out of the honey or sugar in the 
stomach of the honey-bee. The heat indeed, the moisture, the 
insufficient supply of air in the dark hive while the swarm is 
making wax, are all more or less direct chemical agencies which 
tend to the conversion of the honey into wax. But these must 
act in live bees to produce the result. The whole process 
ceases with the death of the bee. Chemical affinity is not the 
ruling power while life lasts, it only becomes so when life has 
ceased. Then, under its influence the elements of the body 
take new forms and move in new directions, the bees fall from 
their curtain, they undergo putrefaction, and the honey in 
their stomachs is converted, not into wax, but into alcohol and 
carbonic acid. 

Again, more particularly : observations of certain changes in 
dead animal matter both without and within the living body 
have been adduced in favour of this opinion. I. The conver- 
sion of dead animal substances by gradual decomposition into 
a matter known by the name of adipocere has been cited as an 
instance of the conversion of animal substances not contain- 
ing fat into fatty matter. II. And the accumulation of fatty 
matter in and about certain extraneous substances introduce 
into the cavity of the peritonaeum of living animals has been 
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accepted as a proof that the same convereion may take place 
within the living organism. I think that neither of these con- 
clusions will stand the test of examination. 

I. With regard to the adipocerous transformation. Adipo- 
cere is a brittle waxy-looking substance^ differing in its chemical 
characters according to the source from whence it has been 
obtained. This is the substance so familiar to us in our 
Museums, the eye-sore of anatomists. We may find it, when- 
ever we want some, in the cavities of the long bones, or in the 
nervous foramina of the skull. The easiest way of making it 
is by exposing a large mass of animal matter to the action of 
very slowly running water. There are other methods more 
available on a small scale, all acting on the same principle of 
decomposition at a low temperature, undeir water, with limited 
access of air ; but adipocere, as familiarly known, is generally 
obtained by this particular means. 

A stock of adipocere for examination was procured from the 
different sources which the macerating jars of the Sussex 
County Hospital Museum supplied, and from a large specimen 
in the Museum of the Royal College of Surgeons. For the 
liberality with which my wishes were met, and a portion of 
this specimen placed in my hands for analysis, I beg to express 
my sincere thanks to the Committee of the College Museum, 
and to their zealous Curator, Mr. Flower, whose kindness on 
this, as on other occasions, I have much pleasure in acknow- 
ledging. 

1. Adipocere obtained from the neighbourhood of the bones 
of the head of a sword-fish was found to be composed of mar- 
garic and oleic acids ; the latter in excess, combined with lime. 
There was a small quantity of unaltered fat and of free fatty 
acids, also some undecomposed nitrogenous matter. 

2. From adipocere which had gathered round human bones, 
the same general results were obtained ; only the margarates 
preponderated over the oleates, and the saponification was more 
complete. This last result seemed due to the longer time during 
which the specimen had been macerating. The adipocere 
obtained from these sources and from a mass of human muscle 
burned with a clear flame, leaving a white alkaline ash ; but 
the fat from fatty hearts burned entirely away without any 
residue. 

3. A portion of adipocere from the human thigh (prep. No. 
1832ef, Mus. Coll. Surgeons) was submitted to a most careful 
analysis, to test in some way the accuracy of the previous ob- 
servations. It was composed of white stringy fibres powdered 
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over with a dry substance^ which lay partly between the- 
bundles of fibres^ and partly in distinct masses. This sub- 
stance had no definite form^ and only obstructed the view of 
the fibres to which it adhered. When it was removed by 
ether, or, more completely, by cold liquor potassaB, regulaor 
fibrous tissue, just such as is seen in muscular fascise, came 
into view. A very little heat sufiSced to gelatinise this tissue. 
The nature of the different constituents having been deter- 
mined on separate portions, an exact quantitative analysis was 
made of ten grains of the specimen, giving : 

Free margaric and oleic acids . . . . . . « . 4'1 

Margarate and oleate of lime, with traces of magnesia . . 2'4 
A peculiar fibre, containing nitrogen and traces of phosphate 

of lime 3*4 

Water * ... 01 

icTo 

In the fatty matter here present, margaric acid so predomi- 
nated, that it was necessary to add olive oil to allow it to 
crystallise freely in its characteristic form. In this, as in all 
other respects, this adipocere agreed perfectly with other spe- 
cimens of adipocere from the human subject, and contrasted 
strongly with the results of fatty degeneration.* 

Briefly to recapitulate. When adipocere occurs in large masses, 
as in a whole limb which has been submitted to the action of 
slowly-running water, and where we have the product of the de- 
composition of various tissues, we find that there has not been 
a general uniform change of them all. The least destructible 
of the various tissues — such, for instance, as the fibrous sheaths 
and fasciae — are still to be recognised by their microscopic cha- 
racters. The more perishable, such as the muscular tissue, 
are represented, after a while, only by a dry amorphous powder, 
in which the presence of nitrogen may be detected by the usual 
tests. 

But these remains of different tissues are not adipocere. This 
is a substance which varies indeed in its composition within 
certain limits, and which has the special characters of the fat 
whence it was derived impressed upon it t if, for instance, it 
has been derived from fish, it consists mainly of oleate of lime ; 

* The experiments here referred to were made for me by Mr. James Peel, at 
that time Dispenser to the Sussex County Hospital. I regret much that I have no 
longer the advantage of his skill in pursuing this enquiry. The details are repro- 
duced from the Medical Address delivered at Cambridge in 1864. *Brit. Med. 
Journal,' 1864, vol. ii. p. If54. To this and to some further observations on the 
same subject (' Brit. Med. Journal/ 1865, vol. i. p. 475) I shall hare again occasion 
to refer. 
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if from the human subject, margarate of lime is in excess. But, 
otherwise, it is of an uniform and definite composition. It is, 
in fact, a compound of the particular fatty acid with an alka- 
line base, perhaps ammonia, or more commonly lime derived from 
the water used in the process of conversion. If we employ 
distilled water in our experiments, and withold an alkaline 
base, no adipocere will be made, but the fat will remain as fat, 
and will not be saponified. 

Further than this. I believe that no fat whatever is made 
during the adipocerous transformation. Such was the inva- 
yiable result of all my experiments made, with one exception, 
on the muscular fibre of the heart. So far from the fatty 
matter having increased, it was rather diminished in quantity 
during the process. 

For this purpose, however, we must avail ourselves of some 
of the other processes for the production of adipocere. For 
however well adapted the process by slowly-running water be 
for the production of adipocere on a large scale, it is quite 
inapplicable where great accuracy is required. When the 
meshes of the net containing the weighed fragments of muscle 
were fine they became clogged, and prevented the free access 
of water, and then the muscle putrefied ; while coarser 
meshes allowed fragments of the softened tissue to escape. 
Notwithstanding all my care, none of the experiments by this 
method with weighed portions of muscle, of which the fatty 
constituents had been previously determined by analysis, suc- 
ceeded. And after varying the apparatus several times, to no 
purpose, I gave up this mode of proceeding, and made use of 
the processes by dilute nitric acid or dilute alcohol, with much 
more satisfactory results, as follows : — 

A portion of the muscular substance of a heart which had 
previously been found to contain 2*14 per cent, of fatty matter, 
chiefly margarine, was left to soak for twenty months in dilute 
nitric acid, sp. gr. 1*42 (1 to 16) in *a stoppered bottle. At 
the end of this time the fatty matters were found to amount to 
no more than 1*1 per cent, of the five hundred grains operated 
on. The mass had been changed into a substance having the 
smell and appearance of ointment of nitrate of mercury. The 
elements of the fat originally existing in the mass had been 
newly arranged under the influence of the nitric acid, part 
having assumed the form of an aromatic ether. Much of the 
fat had been destroyed ; but never at any time during the pro- 
cess was there any evidence of the fat having been increased 
in quantity. 
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The muscular fibres generally retained their form, clearly 
recognisable under the microscope. The fibrils were broken 
off short into minute fragments ; but each of these displayed 
distinctly either the transverse strias^ or that longitudinal 
dotting which characterises the stage of granular degeneration 
already spoken of. 

Again, two hundred and fifty grains of pure fibrine from 
bullock's blood, freed from all fatty matter by ether, were 
treated in the same way and for the same period. Not a trace 
of fat, of any of the oily acids, or of the results of the decom- 
position, could be found on analysis. 

A portion of the muscular substance of a heart, which had 
been previously determined to contain 2 per cent, of fatty 
matter, was left to soak for eight months in dilute alcohol (1 to 
7) in a stoppered bottle. As with the dilute nitric acid, this 
bottle was nearly filled with the solution, occasionally shaken, 
but rarely, if ever, opened ; and all observations were made on 
a similar trial solution. At the end of this time the mass was 
found to contain 1*92 per cent, of fat and fatty salts of what- 
ever kind. The fat seemed to have been destroyed, to this 
extent, by the process to which the muscular fibre had been 
submitted. 

To the naked eye, the muscle thus acted on appeared as a 
reddish, flocculent mass, in which the division of the fibres into 
bundles was indistinctly perceived. Under the microscope, 
however, all was obscure. A few granular fibrils could be 
picked out here and there ; but the rest was an indistinct, 
flocculent mass, with something of a linear arrangement. It 
contained a few white, opaque grains with a radiating structure, 
apparently composed of a soap of lime. No loose fat appeared 
anywhere, and ether had very little effect in clearing the field. 
I would pass over the effect of slight decomposition on 
muscular fibre in inducing seeming fatty degeneration, with the 
remark that, complete as the deception is to the eye, the truth 
is plain at once on chemical analysis of the suspected structure. 
In no sense of the word, nor at any step of the process, is adi- 
pocerous transformation a conversion into fat. 

II. Again : it has been asserted, on the faith of certain 
experiments, that dead or extraneous animal substances may 
be converted into fat within the living body. In the absence 
of the original records of these observations, I quote from 
Lehraann,* and from a summary by Mr. Simon.t I am quite 

* ' Physiologische Chemie,' 2te Auflage, S. 345. 

t Holmes's 'System of Surgery,' vol. i. p. 11, article Inflammation. 
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sure that everyone conversant with the difficulties of experi- 
ments on living animals^ and sharing my dislike to witnessing 
them, will excuse my not having repeated them. 

The experiments may be divided into three classes : — 

1. Portions of animal substances containing little or no fat, 
as for instance of the crystalline lens, of coagulated albumen, 
and such like, were inserted into the peritonasal cavities of 
living animals. After periods of from four to eight weeks they 
were removed and examined, when they were found much 
reduced in size and altered in chemical composition, contain- 
ing very little protein-substance, but a large quantity of fatty 
matter (Wagner, Michaelis). 

2. Porous substances, such as cancellous bone or elder-pith, 
inserted in the same way, were found, after a certain time, to 
contain much fatty matter in their pores, and the coagulable 
lymph with which they had become invested was also rich in 
fatty matter (Burdach). 

3. The same class of substances as were used bare in the 
first series of experiments, when covered with collodion, or 
enclosed in glass bottles, underwent no fatty transformation 
(Burdach). 

These experiments seem to me to prove that if the extraneous 
substance be protected from contact with the fluids of the 
living body, no fat is deposited in its interior. But wherever 
this contact is permitted, fatty deposition takes place, and this 
whatever the nature of the extraneous body. The substance, 
animal or vegetable, sponge, elder-pith, pumice-stone, or mus- 
cular fibre, is infiltrated with fatty matter simply according to 
its permeability to the fluids of the living body which contain 
the fatty matter. And there is no more reason to suppose the 
fatty matty to have been derived from one than from another 
class of extraneous substances, from the muscular fibre than 
from the elder-pith. In all of them alike it is merely an in- 
filtration and deposition, deeper and more abundant according 
to their porosity, and to the facility with which the living fluids 
bringing fatty matter from the blood can enter them. 

The process of fatty degeneration, if I am correct in these 
inferences, is not adipocerous transformation, nor does it ensue 
in dead animal substances — dead as we commonly understand 
the word. What it is may Be more positively stated, after we 
have carefully examined the mode of its occurrence in some of 
its well-marked forms. 

A complete history of fatty degeneration should be coexten- 
sive with physiological histology. It would require an account 
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of how each and every tissue is aflfected by this morbid process; 
and a description of their characters severally, under this con- 
dition. Instead of following out the subject in such detail, I 
propose to myself to investigate the general principle which is 
common to all these manifestations, rather than to recount the 
varied forms which fatty degeneration may present in different 
structures. For this purpose it will be necessary to examine 
thoroughly the process of fatty degeneration as displayed in a 
few typical instances. And it seems best, on all accounts, to 
select these instances from the structures which have been made 
the subject of special study by other observers. In no other 
way could an equal security against errors, either of observation 
or of judgment, be obtained. 

I propose, in this view, to conmience with the instance to 
which I have paid much attention during many years, namely^ 
fatty degeneration of the muscular structure of the heart, con- 
necting with this the fibre of voluntary muscle. Fatty degenera- 
tion of the liver and kidneys supplies two well marked and well 
studied instances of this process in glandular structures. Fatty 
degeneration of the placenta offers another instance well 
adapted to our present purpose, both by the peculiar structure 
of the organ, and by the fact of this change having been closely 
examined by other observers. To these instances, having long 
waited in vain for specimens on which to repeat Mr. Canton's 
observations on arcus senilis, I have added an abstract of his 
conclusions without any re-examination. 

I trust, at some future time, should opportunities allow, to 
publish the results of the study of fatty degeneration of some 
other structures. The pathological conditions known as acute 
yellow atrophy of the brain, rickets, and cirrhosis of the lungs 
are those which chiefly invite attention as offering the means of 
testing the correctness of my present conclusions from different 
points of view. But the appearance of this paper has been so 
long delayed from various causes, that I prefer to publish it in 
its present form, rather than to wait for time to carry out 
another series of observations. The accordance of all the re- 
sults hitherto obtained, whether from my own observations, or 
the independent researches of others, gives me confidence that 
a farther extension of the enquiry will only tend still more to 
confirm them. 
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Fatty Degeneration of striated Muscle. 

Fatty degeneration of voluntary or transversely striated 
muscular fibre has a particular claim to our notice as the instance 
in which this pathological process has been chiefly studied. 
There are some differences observable in the process as trans- 
acted in the heart and in the voluntary muscles respectively, 
such as to require a separate description in each of these parts. 
And, first, of fatty degeneration of the heart. 

Our knowledge of this disease does not run very far back. 
Frequent notices, indeed, occur in the older writers of sudden 
deaths which one can scarcely doubt were due to this change 
in the structure of the heart ; and there are recorded observa- 
tions of pale soft hearts which one feels sure the microscope 
would have found to be fatty. But there were no microscopes 
then available, or they did not stand, as now, at the anatomist's 
elbow, and fat hearts then arrested the attention which should 
have been given to the fatty hearts which we have only recently 
learned to distinguish as such. 

A full bibliography of the subject has been compiled by 
Dr. E. Wagner,* and the labours of British pathologists have 
not suffered at the hands of their generous fellow-workman. 
Some later additions to the list may be found in Blachez'sf 
thesis on fatty degeneration in general. The English student 
will find in Dr. Stokes's valuable work :|: a complete summary 
of all that has been made out on this subject, and references 
to the writings of the pathologists of the Dublin school, with 
whom fatty disease of the heart has long been a favourite study. 
I need scarcely allude to the classical essay of Dr. R. Quain,§ 
which perhaps has contributed more than any other paper to 
spread the knowledge of this disease, nor to Mr. Paget's lec- 
tures,! where the pathological picture is put before us with all 
an artist's skill ; and if I add a reference to my own writings IT 
here, it is as my plea to be heard on a subject which is still a 
favourite with me, and still, I think, capable of further eluci- 
dation by such studies. • 

Fatty degeneration of the heart, strictly so called, occurs in 

* *Die Fettmetamorphose des Herzfleisches/ Grr. 8vo. Leipzig, 1864. 
t * La St^tose.' 8vo. Paris, 1866. 

X * The Diseases of the Heart and the Aorta.* 8vo. Dublin, 1854, p. 302. 
§ On Fatty Diseases of the Heart. * Med.-Chir. Trans.' vol. xxxiii. p. 121, 
II * Lectures on Surgical Pathology.' Second edition, p. 94. 
1[ * London Medical Gazette,' 1849, vol. ii. p. 739; * British Medical Journal,' 
1864, vol. ii. p. 162 ; and 1866, vol. i. p. 476. 
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two forms:* viz., a circumscribed and a diflfuse form; the 
first being a chronic, the latter generally an acute form of dis- 
ease. A third division may conveniently be added, which 
anatomically might be said to be allied to the circumscribed 
form, but pathologically takes its place among the most acute 
affections of the heart. 

1. In the first form the disease occurs in minute pale specks 
chiefly found on and in the substance of the cameas columnae of 
the 1^ ventricle. Sometimes the whole lining of the ventricle 
may be mottled with little spots of this kind seeming to run in 
zigzag lines; and sometimes they are observed beneath the 
pericardium. But their most familiar seat is in the musculi 
papillares of the left ventricle. They are found in connection 
with debilitating influences, such as hsemorrhage, long continued 
cachexia, and habitual intemperance. The circumstances under 
which they occur allow the disease to go on to produce those 
further changes which in the more widely diffused forms are 
necessarily bSerrupted by an earlier death. ^ Within the narrow 
limits of these little specks the process may be traced from 
beginning to end ; though, as these changes require time for 
their development, it is not in the same specks, nor always in 
the same heart, that the complete history can be followed out. 
The pale zigzag spots, the appearance most frequently displayed, 
bolong to the later stage of the process where actual fatty 
infiltration has taken place, and perhaps atrophy of the fibres 
subsequently ensued. The indications of the early stage, of 
the actual commencement, are to be sought for in the little 
purpurous spots which dot the interior of the left ventricle in 
fever, haemorrhage, phthisis, and other such-like exhausting 
diseases. Sometimes these spots are no more than what they 
appear to the unassisted eye, namely, mere ecchymoses beneath 
the lining membrane. At other times we may trace within 
these narrow limits the anatomical history of the lesion. In 
the muscular structure of the heart of a poor girl who died of 
pyaemia — to quote a carefully observed instance of this change 
in its minuter manifestations — ^were red patches, looking like 
ecchymoses, of a deep purple mixed with grey in the centre, 
becoming gradually paler at the edges. In the grey part there 
was a mixture of pus and blood, with fragments of muscular 
fibres. Surrounding this was a zone, in which the muscular 
fasciculi had lost all traces of striae both transverse and longi- 
tudinal, they were simply granular all over. Then, for a space> 

* Wagner, op. cit. p. 9. 
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the fasciculi irere longitudinally striated, just as is seen in 
degeneration of the voluntary muscles. Outside this zone the 
muscular structure presented its normal appearance. 

2. In the second or intermediate form the muscular structure 
is affected over a much wider extent. It seems to commence 
deep in the muscular structure, the wall of the left ventricle 
being affected by preference. As it spreads it approaches nearer 
the inner than die outer surface, involving whole layers of 
fibres in its progress, and following the direction of the fasci- 
culi. The muscular fibres thus affected are of a bright yellow 
colour, so bright as often to give the idea of purulent infiltra- 
tion. However, there is no purulent infiltration here ; there is 
neither pus nor fatty matter in these discoloured patches, the 
yellow appearance being entirely due to decoloration of the 
muscular tissue. After a short exposure to air the bright yellow 
colour fades, and it is not long distinguishable in preparations 
preserved in spirits. 

These broad patches are separated from the surrounding 
healthy structure by a deep red zone, the existence of which 
here, as in the form just described, marks an early active stage 
in the process of degeneration. We do not find the buff 
coloured spots in the interior of the cameas columnas, where the 
advanced stage of the disease leads us to infer that it has been 
long in progress, thus encircled. But it is round the seemingly 
recent purpurous specks, and round the bright yellow patches 
where the disease is still in an early stage, that the zones are 
found. The line of demarcation is not a line of separation like 
that which surrounds masses of so-called capillary phlebitis in 
the spleen and kidney. At least I never have found any satis- 
factory evidence of such separation having been effected. It 
looks like a sign of the presence of inflammation, which yet, 
judged by its results, as we understand the term inflammation, 
we can scarcely call it. Thus much at least, however, we may 
infer from its presence, namely, that increased vascular action 
is necessary for the process of complete disorganisation which 
ensues within the limits circumscribed by this zone. 

The causes of this form of the affection are peculiar. It is 
found in connection with inflammation of the heart, by whatever 
means this may have been induced. Kheumatic inflammation 
extending from the pericardium seems, though I have never 
actually seen this change on dissection under these circum- 
stances, to be a frequent cause of it. Over-training and ath- 
letic exercises pushed to foolhardiness do mischief in this way. 



44 On the Pathology of Fatty Degeneration. 

and so, more rarely, does overwork accompanied by misery and 
privation. 

3. In the third form we find the affection generally diffiiRed 
over the whole organ, which is then of a dull fawn colour, soft 
and rotten, moulding itself on the hand like a wet glove. In 
connection with this general change we may often find the 
familiar traces of the first form of this disease dotting the inte- 
rior of the left ventricle ; and habitual intemperance is a con- 
dition common to both these forms. This form, as a rule, is 
the anatomical expression of that peculiar cachexia, whether of 
old age or of less advanced years, which centres in and is often 
limited to the heart. It owns no recognised cause, and yields 
to no known method of treatment. Sometimes it is betrayed 
by the general signs of pallor and debility and cachexia during 
life. It is more frequently only discovered after, and as the 
explanation of sudden death. 

Proceeding to the more particular examination of the ana- 
tomical changes induced by the disease, we must observe, 
at the outset, that the transverse striae of the muscular fibres 
of the heart are not, in the normal state, so distinct as those 
of voluntary muscle. They are placed, too, much nearer to 
each other, and they are more readily effaced by the use of 
glycerine in their preparation for the microscope. 

In the commencement of fatty degeneration the striae 
become less distinct, breaking up into rows of dots or granules, 
which, transverse in the first instance, in a somewhat more 
advanced stage affect the longitudinal direction. This appear- 
ance of granular disintegration is induced by other influences 
besides fatty degeneration. It is due to disintegration or dis- 
ruption of the various elements contained in the primitive 
fasciculus.^ It may be induced in the living body by inflamma- 
tion, and after death it accompanies commencing decomposition^ 
or attends on the action of certain chemical agents. 

Commencing decomposition simulates very closely that 
change in the heart's muscular structure which is known as the 
first or granular stage of fatty degeneration. I have been de- 
ceived by it myself; and such a mistake is all the more likely 
to occur, because granular degeneration, like decomposition, 
may involve the heart uniformly over a very wide extent; 
much more widely than distinct fatty degeneration ever does, 
probably because the destruction of the muscular fibres is less 
complete. 

* Todd and Bowman, 'Physiological Anatomy/ vol. i. p. 162. 8vo. London, 1846, 
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The patholo^cal process ia most perfectly imitated hy pro- 
longed maceratioD ia dilute alcohol. By this the sarcous 
elemeDtB are disintegrated along the longitudinal lines of 
cleavage. By prolonged maceration in dilute nitric acid, dis- 
integration ia effected in both the longitudinal and transverse 
directions, and the fasciculus is resolved into small squarish 
powdery fragments. By varying these processes the results 
Diay be modified ; and by such means the muscle may be dis- 
integrated at will, in either direction and to any extent, inde- 
pendent of fatty degeneration. But, whether in the Hving or 
the dead body, and by whatever means induced, whether real 
or artificial, there is no increase of fatty matter in the product ; 




ChaageB induced id the mnscnlar fibre of the heart in the courae of fattj 

a. Heukby muBonUr fibre. 

b. Granultir degenenttion, the tnmBTene Btmtion exchanged for longitadinsL 

dotted murkingn. 

c. Commflncingfattj infiltration; tha granultir dots have been pa^tiallj remaved, 

and the teatre of the fibre conuinH a few drops of oil. 

d. Completsd fatty inSlCratioo and shrinking of the fibre where it \% not dis- 

tended by retained fatty matters. 
AU these figures are reduced ba a scale of about 3<I0 diameters, from drawiugs 
made by Che aid of the camera lucida, with a one-eighth object glass. 

the optical appearance is due to a mechanical change in the 
structure of the fibre. Itia not a degeneration into fat, but a 
disintegration into granules — granular disintegration. Chemical 
analysis tells us distinctly what it is not, and microscopic ex- 
amination is equally explicit as to what it is. 

The granular fasciculi which result from the pathological pro- 
cess, or from any of these chemical reactions pushed only so far 
as to imitate it, require a high power to display the exact nature 
of the changes which have taken place. With a magnifying 
power of about 240 diameters only, it seems as if the transversa 
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striae had been replaced by longitudinal rows of dots, divided 
here and there by other rows of larger and darker dots, and by 
fine lines. These appearances are explained by the application 
of a power of 450 diameters or more, which shows that the trans- 
verse strise are not really lost. They are paler indeed than in 
the normal condition, but they preserve their normal distance 
from each other. The primitive fasciculus seems to be split into 
ribbons of unequal width by longitudinal fissures interrupting 
the transverse striae. In consequence of these interruptions, 
such strise as catch the eye with a lower power seem to run 
into rows of dots, and this false impression is heightened by the 
rows of larger and darker .dots which occupy some of these 
longitudinal fissures. 

The examination of this altered structure of the heart is much 
facilitated by the use of glycerine, according to Dr. Beale's 
directions. Unfortunately, this medium, so very useful in un- 
ravelling the fasciculi, greatly obscures their transverse mark- 
ings. But this is remedied, to some extent, by the application of 
ether, which dissolves away the large dark dots in the fissures, 
and brings the transverse striae again into view, drawing them 
at the same time nearer to each other, so that eight now occupy 
the space where only six were found before the ether was 
applied. Without the use of ether, the transverse striae may 
be brought again into view by means of a condenser and a nar- 
row stop. As the various objects in the field come out more 
distinctly, some longitudinally striated fasciculi may perhaps be 
recognised among the degenerated fibres ; and from the ends of 
some of these which have been broken during the manipulation, 
ragged filaments may be' seen projecting, just as we shall see 
presently in degenerated voluntary muscle. These filaments 
vary in length and breadth, but all have the transverse mark- 
ings ; some are broader ; some are so fine that they might be 
fairly said to represent the old so-called ultimate fibres of 
muscle, their dimensions scarcely admitting of the presence of 
more than a single row of the component granules. 

In the next stage all traces of transverse marking are lost. 
The few granules which still affect any regular arrangement are 
disposed in the longitudinal direction ; they are no longer of 
uniform size, and oil-globules are to be seen mixed with the 
other molecules. Besides the optical evidence of the presence 
of minute oil-globules which have, at this stage, infiltrated 
themselves among the disintegrated sarcous elements, and of 
larger oil-drops which crowd the field of view, we now have 
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chemical proof that a new element has been introduced into the 
mass of tissue, and that the nitrogenous constituents have been 
replaced to this extent by fat. Not by margarine, the fat 
which is to a great extent characteristic of the human body, but 
by oleine, which is the fat of old age, the fat of disease. 

The shortness and brittleness of the fibres which have under- 
gone this change are qualities not very obvious under the high 
powers which are most conveniently employed in the enquiry, 
but they are nevertheless very important in relation to the con- 
nection which exists between rupture of the heart and fatty 
degeneration. Unnoticed, perhaps, in an ordinary microscopic 
examination, it is obvious enough, when we attempt to trace a 
fibre for any considerable distance, that fatty or granular fibres 
cannot be traced out with the same facility or to the same 
extent as healthy ones. By this mode of proceeding, we also 
find that a fibre is not always uniformly affected along its 
whole course, but that it may be granular in one part and fatty, 
or perhaps healthy, in another. Sometimes the outer part of 
the fibre may still display traces of the normal structure, while 
a row of oU-globules runs up the centre. The fact of the 
development of muscular fibres proceeding from more than one 
nucleus would lead one to expect that their decay might also 
proceed simultaneously from more than one point. 

The third stage of this process is, as has been already re- 
marked, more often reached in the circumscribed than in the 
more diffused forms. At this point the regular arrangement of 
the internal structure ceases to be distinguishable. At the 
same time, the fibre loses its symmetrical outline, swelling up 
in the parts where it is permanently distended with opaque 
fatty matter ; or, where this is not the case, dwindling away. 
At last, a bundle of irregular threads, or the appearance of a 
cicatrix, may be all the evidence of the former occurrence of 
fatty degeneration which has passed through all its stages and 
gone on to its natural termination in obsolescence of the 
affected fibres. 

We must not confuse this obsolescence, which is the ulti- 
mate result of fatty degeneration, and, as such, always of 
very limited extent, with that general induration of the mus- 
cular structure of the heart to which the term fibrous degene- 
ration is, perhaps, more commonly, though less accurately, 
applied. This is an obsolescence, and betrays, in the irregular 
shrunken elements of which the resulting structure is com- 
posed, the history of its origin. Such a structure is merely 
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the remnant of the frame which has collapsed on the decay 
and removal of the parts which it held in connection. 

The other process is the substitution of one healthy tissue 
for another in obedience to the altered requirements of the 
organ. The fibrous tissue in such indurated hearts replaces 
a certain proportion of the muscular tissue over a large extent^ 
perhaps over a whole auricle or ventricle. It is found chiefly, 
but not exclusively, in connection with mixed hypertrophy and 
dilatation, affecting by preference the thinner portions of the 
heart's walls. The muscular tissue, under these circumstances, 
becomes hard and elastic ; the cavity retains its shape when 
cut open ; the muscle creaks under the knife ; and the cut 
surface looks paler than natural, but of a white rather than a 
yellow hue. And under the microscope the explanation of 
these changes appears in the substitution or the addition of 
an unusually large amount of fibrous or fibro-cellular tissue. 

In the heart this fibrous adventitious structure is employed 
to resist dilatation ; it is the alternative of hypertrophy, the 
substitution of a mechanical for a vital force. The same sub- 
stitution is occasionally found in the neck of the pregnant 
uterus. But the differing functions of the heart and of the 
uterus lead to different results from the presence of this mis- 
placed tissue in the two organs respectively ; and in its occur- 
rence, I believe, lies the explanation of that terrible accident, 
rupture of the uterus during labour. ' As far as I have seen, a 
ruptured uterus does not give way from rupture of fibres 
which have undergone fatty degeneration ; indeed, I am not 
aware that this form of disease occurs at all in the pregnant 
uterus. It is ruptured, not at its weakest, but, mechanically 
speaking, at its strongest point, the torn edges displaying 
strong fibrous tissue, and not degenerated fibres.* On the 
other hand, it appears that hearts which have undergone fibrous 
transformation are not liable to rupture. But, while this 
change resists dilatation most efficiently, at the same time it 
limits the contraction of the chamber of the heart thus involved,^ 
and reduces it so far to the condition of a mere containing 
vessel. 

Fatty degeneration of the voluntary muscles is essentially 
the same process as fatty degeneration of the muscular struc- 
ture of the heart. But there are certain differences, most 
strikingly shovni in the ultimate results, referable to differences 
in the functions and the anatomical structure of the two fibres 

* See some observations on the subject in the 'Lancet* for 1860, vol. ii. p. 306. 
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respectively. None of the pathological differential characters 
are absolutely foreign to the muscular tissue of the hearty but 
some of them are very rarely met with and indistinctly seen 
there, and can only be thoroughly understood by studying 
them in their more usual seat, and in their fuller manifestation, 
in the voluntary fibres. The necessity for a continual action 
of the heart for the maintenance of life, which affects the pro* 
cess and ultimate results of fatty degeneration of this organ, 
does not apply to the voluntary muscles, and in these, accord- 
ingly, the process more often goes on to its natural termination. 
In these ultimate results, the anatomical differences of the two 
kinds of fibre are to be traced. 

We may observe, in the first place, that, in a voluntary 
muscle in which this change has gone on to the extreme 
degree, there is as much fatty accumulation as fatty degenera- 
tion. The pale yellow muscles which we find occasionally in 
sheep's backs or in the forearms of the subjects of lead-palsy, 
supply the best illustrations of this. The most readily-acces- 
sible illustrations, however, are supplied by the muscles of 
limbs atrophied in connection with disease of the joints. If 
we tear up a fragment of such a muscle under the microscope, 
we find that the chief bulk consists of fat, which is deposited 
in lines or strings running in the direction of the fibres ; not 
replacing them, but lying in their interspaces — lying, in fact, 
just where fat lies in healthy, well-fed animals. Between 
these lines of fat, and occupying much less space than they do, 
we find muscular fibres in all conditions — from perfect health 
to the most extreme degeneration. And, besides, bands of 
fibro-cellular tissue occur, which add very much to the diffi- 
culty of the disfiection. Such, and such general fatty degene- 
ration as we find in the heart occurs very exceptionally in 
voluntary muscles. 

The first stage of fatty degeneration of the voluntary 
muscles, as far as I have been able to satisfy myself, is charac- 
terised by swelling of the affected fasciculi. For a greater or 
less length they appear uniformly dilated to about twice the 
size of the healthy fasciculi, smooth on the surface, seemingly 
wanting the transverse striae, but streaked longitudinally with 
fine linear markings running the whole length of the fibre. 
These may not be very distinct in their even course, but where 
the fibre has been stretched, or twisted, or broken across, they 
come out quite clearly. Sometimes they are gathered up into 
a point like the end of a camel-hair pencil ; at other times the 
broken fibres look like the unravelled ends of a rope with the 
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Btranda haoging out, having undergooe at these pointa com- 
plete longitudinal diaintegration. A higher power shows here, 
as in the muacular structure of the heart, that the transverse 
BtrisB still exist, only they are much paler ^an natural. They 
are not interrupted by the longitudinal markings. They are 
approximated to half the normal distance, aixteen of them 
occupying the same space as eight do in a healthy fibre. Ether 
does not cause them to approximate more closely, though it 
seeraa to shrink up the fasciculus ; and it displays the longi- 
tudinal markings very clearly, at the same time that it extracts 
some fatty matter from its interior. 



ChangM induced in voluntaiy moscuIaF fibre in Uie course of &ttf degeneni- 

a. Spelling of the fescicnli with longitudinal streaking. The traneTerse »td» 

approximHted where stilt visible. 

b. TransTerse disruption of the swelled f»eciculi. Two fragmente haie sepa- 

rated entirely from their original coDnection. The articulated masses are 
held in connection by nn empty string of tbicliened Barcolenuna. 
e. Qrannlar diainlegrstion with atrophy of the fasdcnlua. 

These figures were drawn io the same way and to the same scale as tioae of the 
chan^ in the heart's fibres, but they are here TepreBeoted enlarged only about 
ISO diametera. 

This longitudinal cleavage would seem to hold nearly the 
same relation to fatty degeneration of voluntary muscle aa 
granular disintegration bears to that of the heart. Nearly, 
for it passes more directly into fatty degeneration than the 
corresponding change in the heart does, euier readily extract- 
ing oil from the streaked fasciculi. And it is more speci&catly 
a pathological process, being much less readily imitable by any 
artificial reactions. For chemical decomposition and putrefa&- 
tion do not induce this particular appearance, but seem, as far 
as I have observed, to pass over it to a further stage, converts 
ing the fasciculus at once into a finely granular mass, which 
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retains only the outline of its fonner structure. This process 
of conversion may be traced in some of the transverse strife 
which have survived the rest. These appear distinctly gra- 
nular^ broad, and uneven ; as if falling to pieces under the 
action of the dilute nitric acid which has disintegrated the 
sarcous elements elsewhere. The striae seem to persist longest 
just beneath the sarcolemma. Some fasciculi which appear 
granular owe this deceptive appearance to the striae on the two 
opposite apposed sides of the flattened fasciculi crossing each 
other diagonally, the regular arrangement persisting on the 
surface for a while after the sarcous elements in the interior 
have been deranged or have been dissolved entirely away. 

Sometimes these large pale waxy-looking fibres occur alone. 
More commonly, however, we find mixed with them round or oval 
masses, which seem, from their general appearance and dimen- 
sions, to have originated in the breaking up of the longer fibres. 
These may be either striated longitudinally, or minutely gra- 
nulated, like the fibres from which they seem to have origi- 
nated by a transverse fracture of the brittle fibre. This 
transverse cleavage is displayed most strikingly in fragments 
of a very peculiar form which are rarely met with. It was 
from the neighbourhood of an aneurism that I have been sup- 
plied with the best specimens of muscle which had undergone 
this very peculiar form of disintegration. The transverse 
divisions were in this instance so very regular, and the appear- 
ance was so unlike muscle and so like muscular entozoa, that 
it was only on Dr. Beales's corroboration I ventured to con- 
clude that the masses in question were, or rather had been, 
really muscular. 

These are neither granulated nor streaked longitudinally, 
but they are cracked and broken transversely, and they are 
often connected at either end, as if they had but partially 
escaped, with a string of sarcolemma. They have a singular 
aflSnity for the colouring matter of carmine, which tinges them 
more deeply than any of the other structures which the altered 
tissue presents. Though they are found under the same 
circumstances as, and in connection with, the pale waxy- 
looking fibres already described, yet I am not sure that this 
transverse splitting is one of the series of pathological changes 
which lead to fatty degeneration. I am, as yet, uncertain 
whether these fragments, with the rounded granular masses 
and the more enigmatical articulated forms, do not melt away 
without undergoing any further change. 

Coincidently with the disintegration of the sarcous elements 

E 2 
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the investing membrane of the fibre is thickened. It may be 
traced in its passage from one wrinkle of the fibre to another, 
stretching across between two portions which have been dis- 
placed, or, perhaps, lying in folds, like a loose stocking, where 
the fibre has been pressed in at the ends. The thickening of 
the sarcolemma is accompanied by the appearance of numerous 
irregular fragments which cloud the field of the microscope. 
Some few of these are the nuclei of the muscular tissue ; others, 
and these the most numerous, are apparently the rudiments of 
fibro-cellular structure ; others are of uncertain nature ; and 
many are undoubtedly collections of oil-globules, arranged like 
rows of squarish beads. These last are removed by ether, 
which clears the field a good deal, while acetic acid has very 
little eifect in this way. And with these are a number of 
larger loose oil-globules, which have been set free during the 
manipulation of the tissues. 

As in granular disintegration of the fibres of the heart, 
so in that of voluntary muscle ; the longitudinal markings, 
which have replaced the transverse striae, are in their turn 
obliterated. Dots appear, first in regular lines, then without 
order ; and the total disruption of the sarcous elements and all 
their subsequent changes follow in the order which has already 
been traced, and might be described in the same words as have 
been employed to tell the complete history of fatty degenera- 
tion of the heart. 

As in the muscular fibre of the heart, these preliminary 
changes occur in connection with other processes besides fatty 
degeneration, and notably with any local irritation. Like 
granular disintegration of the heart, they indicate a condition 
which may terminate in fatty degeneration, but in which, thus 
far, no fatty degeneration, no change of the chemical composi- 
tion of the structure has taken place. Here, as in the heart, 
the results of commencing decomposition are, as far as we can 
trace them, identical with these organic processes. Here, as in 
the heart, is a common point from which the two series of 
changes — the chemical and the pathological — diverge to their 
respective terminations. And, before dismissing this branch 
of the subject, it will be of interest to point out some of the 
various pathological conditions which tend to this common point. 

The changes which we have just been considering as pre- 
liminary to fatty degeneration are identical with those which 
Dr. Zenker* has described, and most beautifully delineated, as 

* Zenker, ' Veranderungen der willkiihrlichen Muskeln in Typhus abdominalis.* 
Leipzig, 1864. 
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occurring in the voluntary muscles in the course of typhus 
fever. The pale swelled fibres with linear markings^ the 
rounded granular fragments, the scattered nuclei and embryonic 
connective tissue^ as displayed in his plates, might be taken as 
exact illustrations of the stages of fatty degeneration. The 
same familiar forms appear again in Dr. Bennett's* figure of 
the changes induced by cancerous tumours in the muscles in 
their immediate neighbourhood. But perhaps the most interest- 
ing observations on this subject- are those made by Mr. A. 
Stuart, t of Petersburg, detailing the results of an enquiry 
into the effects of inflammation on living muscle. 

By the application of nitrate of silver to the muscles of 
frogs, changes were induced in them identical with those which 
we have just traced in the heart. The parts directly exposed 
to the chemical action of the caustic swelled or shrunk up, and 
their texture was destroyed. But those a little further off 
underwent a regular series of changes, of inflammation in fact, 
which Mr. Stuart describes with great minuteness. Thus, 
briefly, first the muscle became pale and more transparent than 
natural ; then the sarcous elements seemed to break up and 
arrange themselves in longitudinal rows; then these dots 
became larger, though still remaining sarcous elements. These 
changes occupied two or three weeks, the process thus far 
being disintegration rather than degeneration, no fat having 
as yet appeared in the altered fibres. Then the last stage set 
in, namely, the conversion of the albuminous substance into 
fatty matter. 

The conclusions which seem fairly deducible from these 
observations on fatty degeneration of both kinds of striated 
muscle may be expressed in a few sentences. 

Inflammation, anaemia, cachexia, want of nutrition, and all 
the other causes to which fatty degeneration of the heart has 
been ascribed, have thus much in common, that they dis- 
organise the fibre and prepare it for ulterior changes. The 
fibre is functionally destroyed by these means, and the dis- 
integration is a change which ensues in the disorganised tissue. 

The first step which we can recognise in the process of, or 
towards, fatty degeneration of muscular tissue, is longitudinal 
or transverse disintegration of the sarcous elements into fila- 
ments, or discs, as the case may be. Circumstances will 
determine which of these forms the disintegration shall take, 
and, probably, the exciting cause of the disease has a certain 

* * On Cancerous and Cancroid Growths,' p. 106, fig. 121, 
t Schultz's * Archiy fur microscop. Anatomie,' i. S. 416. 
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influence in this particular. But, although the exciting cause 
may have a modifying influence, the general course of the dege- 
nerative process is guided and transacted by the ordinary agency 
of the living body, irrespective of these partial influences. 

The actual fatty degeneration is secondary in every sense to 
this disintegration. Its occurrence depends on the existence 
of fatty matter in the blood available for this purpose. And 
it is conceivable that, for want of an available supply of fatty 
matter, disintegration should not be followed by fatty degenera- 
tion at all. If this be true, a question suggests itself, whether 
this explanation be limited to fatty degeneration of muscular 
tissue, or whether it has a wider bearing. The answer to this "'^j 
question must be sought in the examination of fatty degenera- 3? i 
tion of other tissues. iSS 



Fatty Degeneration of the Liver. 

Fatty degeneration of the liver supplies at once the most 
familiar and convenient illustration of this form of disease as 
it affects glands. There are difficulties in the investigation, 
arising partly from the complexity of the organ, and partly 
from the fact that fatty infiltration is, to a certain extent, a 
normal condition of the hepatic glandular structure. But we 
have nothing to do with these sources of difficulty just now. 
For, in the first place, we are, from the present point of view, 
only concerned with the proper secreting structure. When 
fatty degeneration of the liver is spoken of, unless some other 
structure is specially named, it is generally understood to 
denote fatty degeneration of the glandular epithelium which 
fills, in whatever way, the lobules of this organ. Again, we 
have not here to determine the precise point at which fatty 
infiltration of the hepatic cells passes the physiological limits 
and constitutes a morbid change. For it is only when the 
nature and degree of the change is quite unequivocal that it 
comes within our present scope. These questions, all-important 
in considering the history of fatty degeneration of the liver in 
itself, have but a secondary importance in relation to the 
subject of our present enquiry, namely, the general pathology 
of this affection. 

As in the heart, so here in the liver, fatty degeneration may 
pursue its course in different ways, and with different degrees 
of rapidity. We may find general fatty infiltration pervading 
the whole organ, in a form whose progress we measure by 
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months or weeks, and which we connect with excessive absorp- 
tion of fat from the alimentary canal or with its defective 
elimination from the lungs. Or we may find the results of 
a more chronic change, where we date by years or months, and 
where the history of the disease may be traced in the suc- 
cessive stages of its progress, as displayed in different parts of 
the organ. And yet again, though more rarely, we may find in 
a very unusual form of disease, known as acute yellow atrophy 
of the liver, a clue to the general pathology of fatty degenera- 
tion of this as well as of other organs. The diffused form of 
fatty degeneration of the heart finds a parallel in the changes 
which occur in the liver. And so, too, though the total amount 
of the changes which the heart displays, under the circum- 
stances, falls far short of those which cirrhosis induces in the 
liver, does that circumscribed form which runs on uninter- 
rupted to its termination in the carneas columnse of the left 
ventricle. Nor, as we shall presently see, is acute yellow 
atrophy of the liver a change so entirely sui generis. The 
mode of its extension and its results are strictly comparable 
to those of what we have already described* as a special form 
of affection of the muscular structure of the heart. 

Fatty degeneration of the liver, as familiarly known, appears, 
in the first instance, to be merely an increase of the amount of 
oily matter which is found in the physiological state in nearly 
all the hepatic cells. The gland-cells at the outer edge of the 
lobule are chiefly thus affected. The oil-globules may be larger 
as well as more numerous than those which occur in health, but 
this does not seem to impair the functional activity of the cells 
which contain them. For these cells still retain their nuclei, 
and still, mostly, contain bile ; and, doubtless, many a liver ad- 
vances thus far in the appearance of disease, and then returns 
within the physiological limits. 

When the change is more widely extended, involving the 
lobules more deeply, as in some cases of pulmonary phthisis 
and in the cachexia of drunkards, we cannot doubt that we have 
to deal with something more than a temporary infiltration of 
fat. We find now a large number of loose oil-globules, which 
have been set free by rupture of the hepatic cells that had con- 
tained them. And in a large proportion of cells no nuclei are 
to be seen. These cases, however, illustrate only one stage 
of fatty degeneration, and give less insight into its anato- 
mical history than do those where the affection has been more 

* Page 42, 
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partial and less rapid in its progress, such in fact as cirrhosis 
supplies. 

In the next stage, so abundantly illustrated in the dissecting 
room of every hospital, the fatty infiltration may seem to have 
changed its situation. It no longer appears in zones corre* 
pponding to the capillaries of the portal circulation, but in the 
form of little opaque ochrey spots, surrounded by rings of 
clearer pale tissue. The microscope tells us that these opaque 
yellowish specks owe their peculiar appearance to the presence 
of numerous hepatic cells which are loaded with fatty matter 
and stained with bile. These cells are unusually coherent, and 
the fatty matter which they contain is not, I think, so easily 
soluble in ether as that which is found nearer the edges of the 
lobules in an earlier stage of the affection. The proportion of 
cells which have no visible nuclei is constantly on the increase, 
with the advance of the disease. The pale somewhat transpa- 
rent tissue which surrounds these opaque yellow specks seems 
to be composed of a fibro-<;ellular substance containing the ves- 
sels, now shrunken and obsolete, but no trace of the glandular 
epithelium of the original structure. 

The history of the process seems complete, as gathered from 
different specimens representing these successive stages. Ap- 
parently the process of degeneration has travelled from the 
ciicumference of the lobules to the centre. First the cells 
became permanently infiltrated with fatty matter; then they 
were shed, and none were produced in their places ; while the 
space which they had occupied — the cavities, if I may assume 
thus much, in which they grew— collapsed. And a tough fibro* 
cellular tissue resulted, traversed by shrunken vessels suggestive 
of the cause of the portal obstruction and of the dropsy by 
which the last stage of fatty degeneration of the liver is so 
commonly attended. 

The mutual connection of these changes is very distinctly 
shown in the form of disease already alluded to as acute yellow 
atrophy of the liver.* For the most part this is an acute form 
of disease effecting the disorganisation of the liver in a few 
days, accompanied by fever and delirium, and characterised by 
the brightest yellow jaundice. In such cases few or no hepatic 
cells are to be found in the parts of the liver which the disease 
has invaded-^ perhaps the whole of the organ* — only loose oil- 
globules and particles of bile. These cases, however, are less 
intelligible, and less applicable to our present purpose than those 
where the progress of the disease has been slower. For, under 

» Eoldtansky, *Palh. Anat* ii. S. 313, 2te Aufl 
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such circumstances^ as the longer period allows, the line of de- 
marcation between healthy and diseased tissue is more strongly 
drawn, and the successive stages by which the final disorganisa- 
tion is reached are more clearly to be traced. To this less 
common form of the disease I wish particularly to call attention. 

The healthy tissue, in this form, is represented by bright 
yellow round nodules easily separable from the rest of the organ, 
some appearing even to be encysted, on account of the consolida- 
tion of the interlobular connective tissue which surrounds them. 
If the yellow colour is not apparent at first it is brought out on 
exposure to the air, when the whole surface appears mottled 
with bright yellow and deep purple in the strangest manner. 
These yellow nodules contain hepatic cells, which are altered 
more or less according to their distance from the^ centre of the 
lobule. As in the commoner forms of fatty degeneration, the 
disease advances from without inwards. As we follow the steps 
of the pathological change we notice first that the cells become 
granular. They contain a little oil, but certainly in no exces- 
sive quantity ; there is perhaps even less than in the normal 
condition. The biliary matter, on the contrary, seems to accu- 
mulate within the aflfected cells. The cells lose all tendency to 
cohesion to each other, and, where the disease has advanced 
farthest, they part from the basement membrane also ; for in 
the circumference of the lobules no cells whatever are visible — 
they seem to have dropped off, and to have been dissolved or 
discharged. 

The present seat of the disease, the tract within which these 
changes are proceeding, is indicated by a deep purple stain, 
while the parts which have not as yet been involved are in a 
state of biliary congestion indicated by a bright yellow colour. 
This congestion, however, means no more than puerile respira,- 
tion does under parallel conditions of the lungs, namely, that a 
part is "undertaking the duty of a whole organ. The purple 
stains are wider in proportion as the disease is more active and 
its progress more rapid. In the chronic forms these are narrowed 
tlown to thin lines and rings, which separate the parts still 
capable of performing their functions from those which have 
been disorganised. The microscope finds in these purple patches 
few or no oil-globules ; a few hepatic cells which may possibly 
belong to the yellow part ; and a few small granular masses of 
very variable size; but no pus corpuscles or large compound gra- 
nular cells. The line which, as it were, separates the living from 
the dead is, in the liver, as in the heart, the seat of excessive 
vascular congestion. Inflammation may ensue, as a secondary 
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consequence of the local action^ showing iteelf by the formatioH 
of adhesions along those lines where they happen to cn)p out 
on the surface of the organ. But there is no reason to consider 
the disorganising process as essentially inflammatory. 

The parts where the process has gone on to complete disor- 
ganisation differ in appearance according to the length of time 
that may have subsequently elapsed. In recent acute cases 
they are dark, much below the level of the surrounding tissues, 
and of a soft yielding texture. In chronic caries, where the 
history gives us reason to believe that a longer time has inter- 
vened since the invasion of the disease, they are collapsed and 
pale, and, though flexible, they resist the knife like the tissue 
of a cicatrix. The microscope here, as in the results of ordinary 
cirrhosis, sho^^s nothing but a fibrous structure in which the 
course of the different vessels can still be traced, the epithelium 
cells having been all shed, leaving nothing to indicate that we 
have under examination what was once glandular tissue. In 
one case of several months' duration, where death had been 
preceded by all the usual signs of portal obstruction, the small 
bloodvessels in the interlobular spaces were convoluted like the 
vessels in the spermatic cord. A few oil-globules lay in this 
disorganised tissue here and there, but no hepatic cells could 
be seen anywhere in it. 

Fatty Degeneration of the Kidney. 

The analogy between fatty degeneration of the kidney in its 
different forms and fatty degeneration of the liver is very 
close. The different mode of arrangement of the glandular 
tissue in the two organs respectively involves certain differ- 
ences in the disposal of the effete products of the disease. The 
secondary constitutional results, too, vary, of course, according 
as urea or bile is retained in the system. But where these do 
not interfere, the identity of the disease in the two organs is 
almost absolute. 

We owe our knowledge of this subject to the labours of 
Dr. G. Johnson.* Venturing to draw from his observations 
conclusions somewhat different to his own, I feel that I could 
have no greater security from being led astray by my precon- 
ceived notions than to adopt his classification and his excellent 
descriptions in detail, and I have reproduced them accordingly. 
Further, never having made this class of diseases of the kidney 

* * On Diseases of the Kidney ' and ' Med.-Chir. Trans.* rols. xziz., xzz., zudii. 
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the subject of particular examination, I gladly avail myself of 
the opportunity of testing the correctness of my views by his 
independent observations. • 

Fatty degeneration of the kidneys occurs in two forms. In 
one the kidneys are large, smooth, soft, and mottled. ^ The 
convoluted tubes are found to be everywhere greatly distended 
with oil, which has accumulated in their epithelial cells. The 
detached epithelial cells, when filled with their oily contents, 
have often a remarkable resemblance to the cells of the liver 
in the same condition. The fatty accumulation occurs in the 
epithelial lining of those portions of the tubes whose office is 
the secretion of the solid constituents of the urine. In some 
of the tubes the epithelial cells cannot be seen ; they appear to 
have undergone a process of atrophy, and the tubes are occu- 
pied only by their oily contents.'* * It is this form of fatty 
degeneration of the kidney which occurs in animals, as a con- 
sequence of confinement in a dark room.'f 

In the other form, also, the kidney is generally large and 
soft. As time goes on it may shrink, and in such case become 
harder. But the character which marks this form of the 
disease is the uneven granular surface of the organ. ^ In the 
granular kidney, many of the tubes contain a number of 
detached oily cells, which are readily washed out by the 
stream of urine passing through the tube ; while in the mottled 
kidney there is commonly only a single layer of epithelium, 
which still remains adherent to the basement membrane.' { 
* The greater part of the oil is contained in distinct cells ; and 
these can rea^y be traced through a gradual series of transi- 
tions up to the gland cells of which they are, evidently, a 
degenerated offspring.' § * The convoluted tubes are found filled 
in different degrees with oil, some tubes being quite free, while 
others are ruptured by the great accumulation in their interior. 
The opaque yellow spots scattered throughout the kidney are 
convoluted tubes distended, and many of them ruptured by 
their accumulated fatty contents ; just as the red spots are con- 
voluted tubes filled with blood. In parts of the same kidney, 
there may commonly be seen some of the appearances already 
described as indicative of desquamative nephritis.' || 

The analogy of these two pathological conditions of the 
kidney to general fatty infiltration and cirrhosis of the liver 

* * On Diseases of the Kidney,' p. 388. 

t ' Med.-Chir. Trans.' vol. xxx. p. 183. 

X Op. cit. p. 391. § Page 384. 

II ' Med.-Chir. Trans.' xxx. p. 183. 
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respectively are sufficiently obvious. I am not aware of any 
affection of the kidney which could be strictly compared to 
acute yellow atrophy of the liver. For, although the acute 
desquamative nephritis which sometimes follows scarlatina pre- 
sents some points of comparison, yet the power of repair which 
the kidney possesses affects the resemblance in a most important 
point. In the kidney the glandular epithelium is reproduced, 
and the organ is restored to perfect integrity ; while in the 
liver, as we have seen, the secreting structure is not restored, 
and the organ collapses. Stripping of the glandular lining of 
the renal tubes and subsequent — consequent — collapse of the 
organ does, however, occur, as a result of what Dr. Johnson 
calls chronic desquamative nephritis, in the small contracted 
kidney. In the cortex of one of these kidneys the appear- 
ances described as occurring in the portal zones of a cirrhous 
liver are reproduced. The framework is there, the vessels 
and tubes and the hard connective tissue, but the gland tissue 
is gone, and the empty tubes lie collapsed where they are not 
distended by effete epithelial cells. 

I believe that these independent observations on the kidney 
confirm in every particular my own conclusions from the 
examination of the liver. Though, in the absence of such a 
test as acute yellow atrophy supplies, the renal could scarcely 
be made the basis of such a general inference as the hepatic 
changes. Both alike seem to show that fatty degeneration is 
not the first step, but a secondary affection of disorganised 
cells. If the cells are thrown off simultaneously with their 
disorganisation, and pass away, there will be no evidence of 
fatty degeneration at all. But if retained, whether free in the 
cavities of the gland, as in the granular, or still adherent to the 
basement membrane, as in the mottled kidney, they will be 
infiltrated with oil. Lastly, these observations on the kidney 
show that, after the cells are shed, the cavities which contained 
them collapse, and the organ, to this extent, undergoes the 
same retrograde changes as obsolete structures display every- 
where else. 

Fatty Degeneration of the Placenta. 

Fatty degeneration of the placenta has been so fully 
described* that it might seem almost soperfluous to open the 
subject anew. But, after a careful anatomical examination of 

* Barnes and Hassall On Fatty Degeneration of the Placenta, * Med.-Chir. 
Trans.' vols, xxxiv. and xzxyi. ; Dniitt, * Med.-Chir. Trans.' vol. xxxvi. ; Kilian, 
* Brit, and For. Med.-Chir. Rev.' vol vii. p. 272 ; Handfield Jones, • Path. Trans.* 
vol. iv. p. 238. 
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the whole subject, I must venture to express my dissent from 
some of the conclusions which are generally received with 
regard to this pathological condition. I would suggest, as the 
result of my observations, a somewhat different arrangement 
of the description of the various anatomical changes, and 
certain qualifications of the inferences which have been de- 
duced from them. 

Few human placentae are entirely free from a peculiar local 
change, which shows itself in the form of hard white lobular 
patches, chiefly affecting the edge of the organ and its maternal 
aspect. In the collapsed state in which we find this organ 
after delivery, they are sensibly elevated above the surface. 
A vertical section of one of these patches shows the change of 
colour and consistency to extend from the surface into the 
substance of the placenta, to a greater or less depth, sometimes 
through the whole thickness of the organ. As we trace its 
lateral extension, we find the lobules of the placenta to coalesce 
into broad hard white tracts where few or no pervious blood- 
vessels are to be seen, and in which the proper functions of 
the organ must have been entirely suspended. Sometimes 
the change seems to have begun on the foetal surface, and 
occasionally it would appear as if the foetal and the maternal 
surfaces had been affected simultaneously, a line of compara- 
tively healthy structure separating the confines of the two 
tracts of disease. In these white patches the evidences of 
fatty degeneration of the placenta are to be sought for. 

Not every white placenta, however, is fatty, for the organ 
may be blanched throughout its entire extent, merely from the 
fact of its having been drained of blood, in the course of, or as 
the cause of, a miscarriage. Not even every placenta which 
displays to the unassisted eye the familiar broad white patches 
just described is fatty. For the disorganisation which is indi- 
cated by these obvious characters may be of more than one 
kind, to only one of which the name of fatty can be properly 
applied. Two of these I propose to describe as the typical 
forms of placental degeneration, the fatty and the fibrous, as 
chiefly displayed in the villi of the chorion. 

In the first form, these patches are of a loose texture ; they 
are separated from the healthy tissue by no very distinct line 
of demarcation, and on pressure they give issue to a creamy 
fluid. By the action of ether, we may obtain unequivocal 
chemical proof of the existence of a fatty matter in abundance 
in the disorganised tissue, rather soft, but solid at ordinary 
temperatures. And, by the help of the microscope, we may 
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trace in these patches all the morbid appearances which have 
been so well described by the authors already alluded to. 

These patches want the smooth hard surface which charac- 
terises the other form, to be described presently. On tearing 
them up with the dissecting needles, we find them to consist of 
villi closely packed together, so closely, indeed, that it is diffi- 
cult to unravel any considerable length of tube continuously 
from the friable mass. The tubes are granular and opaque in 
parts : the glandular epithelium is indistinct, little oil-globulea 
appear here and there, and the extremities and lateral diver- 
ticula of the tubes are, many of them, filled with opaque 
yellow granular matter. This may be cleared by a solution of 
caustic potash, but the colour and opacity reappear on neutrali- 
sation by acetic acid. It is a granular-fibrinous rather than 
a fatty matter. Little oil-globules are, however, distinctly 
visible on the walls of the tubes, and in a more advanced stage 
of the degeneration, larger drops may be seen lying within the 
cavity of the tubes, or loose among the tissues. As we recede 
farther from the maternal surface of the placenta, which is the 
apparent starting-point and chief seat of the change, the tubes 
gradually resume their normal characters ; the ends and diver- 
ticula become clear, and the epithelial glandular edging— as it 
appears — of the canal is again visible. 

In the other form, the change does not seem always so closely 
connected with the maternal surface of the organ as in that just 
described. The white patches, too, have characters of their 
own. They are hard and compact, and are separated from the 
healthy tissue by well-defined abrupt boundaries. They are 
smooth, almost polished, on the free surface. When they have 
been cut or torn, no creamy fluid exudes on pressure ; and the 
microscope finds no fatty matter in them. The action of ether 
gives the same negative results. By agitating equal portions of 
one of the hard and one of the softer white patches in separate 
test-tubes with ether, and evaporating the solution, the fact 
may be placed beyond a doubt that the soft patch contains fatty 
matter in large quantity, and the hard one little or none at all. 
With pains and patience the villi of the chorion of a fatty 
placenta may be unravelled almost up to the maternal surface. 
We cannot, indeed, follow a single tube so far, but we may 
disentangle the soft friable mass, in some fashion, to this depth. 
In a typical specimen of the fibrous form under consideration, 
however, this is quite impracticable. Up to the edge of the 
hard white mass, as seen on a vertical section, the villi are 
quite healthy and of their normal size. But there they 
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suddenly shrink into threads, which can only be followed 
separately for a very short way. By the help of acetic acid, 
which clears, and somewhat softens, the hard opaque mass, the 
course of some of the tubes may be traced a little farther, rather 
by the eye than the dissecting needle, the arrangement of 
their nuclei, and the points where the section has crossed their 
direction, showing the lines of obsolete tubes. Near the 
maternal surface minute oil-globules are scattered here and 
there ; and deeper in the centre of the mass a few may be seen, 
not scattered, but gathered into clusters, as if within some 
vessel. But the fatty matter forms no appreciable proportion 
of the bulk of the substance, whether examined by the micro-' 
scope or by chemical reagents. The mass is almost wholly 
made up of obsolete tissue, apparently of collapsed, contracted, 
and mutually adherent villi. And its texture and appearance 
strongly resemble those of the tissue which we find in the inter- 
lobular spaces of the liver after the destruction of its glandular 
elements. Limiting the application of the term fatty degene-^ 
ration to the form already described, I would designate this, as 
cirrhosis of the placenta. 

There are two forms of fatty degeneration, which I have not 
met with in the placenta, wanting to complete the series, so as 
to render the history of the disease here parallel to what we 
find in other organs. 

I have not met with an instance of fatty degeneration of the 
placenta parallel to that form of the disease when a whole 
organ seems to be infiltrated with oil. Dr. Barnes * cites a case 
where fatty degeneration of the placenta occurred in a fat 
woman ; and, as no disease appeared in the child, the change 
in the placenta was referred to some affection of the mother. I 
have myself seen just such another case. But it cannot be said 
that these differ in any essential point from other cases, except 
so far as the probable excess of fatty matter in the blood of the 
mother allowed the fatty infiltration of the placenta to proceed 
with greater rapidity than it would have done had fatty matter 
been less easily available. And it seems to me that a fatty 
infiltration of the placenta, strictly comparable to the fatty in- 
filtration of the liver — to take this instance — which occurs in 
connection with tuberculous cachexia, would not take the form 
of local disease. It would probably have its seat in the cells 
of the decidua, as well as of the chorion generally, and not in 
certain parts only which had been prepared by previous changes 
to receive the fatty deposit. The physiological peculiarities of 

* Op. cit. vol. xxxvi. p. 167. 
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the placenta render such an occurrence exceedingly improbable. 
Like general fatty degeneration of the heart, it could not go 
on far without iavol^ing the death of all that depended on the 
particular organ, and so cutting short the pathological process. 
And I do not find any evidence of the occurrence of this form 
of disease, in any of the cases recorded by Dr. Barnes or Dr. 
Druitt 

Another condition which I have also, as yet, failed to notice, 
is a change in the placenta parallel to that which accompanies 
acute yellow atrophy of the liver. Such a condition might 
perhaps be found in connection with abortion in fever, and be 
traced in the cells of the decidua and chorion. 

The physiological peculiarities of the placenta are reflected 
in its pathology, and we cannot rightly interpret its morbid 
appearances without a full consideration of the normal relations 
of the different elements which enter into its composition. The 
chorion is not merely a frame on which the bloodvessels are 
extended, a means of adhesion between the ovum and the uterus : 
it is as truly a glandular structure as the liver or the kidneys. 
Not only is the foetal blood depurated in its radicles by apposi- 
tion to the mother's blood, but a supply of new material is 
constantly being elaborated by the layer of glandular epithelium 
which is spread over the decidua, as well as the chorion at the 
surface of contact. The placenta discharges the functions of 
the stomach as well as of the lungs.* 

For this purpose, two separate systems of vessels are brought 
into mutual apposition during a certain portion of their course. 
JFrom this point the umbilical veins bring back the blood depu- 
rated, oxygenated, and, as from other ductless glands, carrying 
in it the secretions of the placenta. If the maternal circulation 
fails at any single point, or if, as from a shock over the whole 
surface, the decidual glands fail to that extent in consequence, 
the foetal elements of the placenta repeating the failure, the 
blood returns from that point, or that surface, as it came, neither 
depurated nor enriched with nourishment for the embryo ; and 
then the corresponding foetal portion of the placenta fails and 
shrinks up with the abolition of its functions. Conversely, the 
failure of the foetal circulation at any point will be followed by 
the obsolescence of the corresponding maternal structures of 
that portion of the placenta. 

On these grounds, the explanation of fatty degeneration of 
the placenta seems quite clear, and coherent in its analogy 
to that of fatty degeneration and its allied changes in other 

* See Goodsir, ' Anatomical and Pathological ObserTations/ p. 50. 
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organs. An effete gland-cell exposed to the influence of 
passing blood containing oil will become infiltrated with oil. 
But if the interruption of the circulation be sudden^ and with 
it the access of oil be cut off, there will be no fatty infiltration. 
The tissue will collapse, and cirrhosis, or fibrous degeneration, 
will ensue. This was well shown in a placenta which had been 
separated suddenly by haemorrhage along a line a few weeks 
before delivery. It might seem as if the alternative between 
fatty and fibrous degeneration of the placenta were merely a 
question of the sudden or gradual interruption of the circula- 
tion in its vessels. 

In relation to the general pathology of fetty degeneration, 
an argument may be derived from this part of the subject, 
which has been strangely overlooked by those who insist on the 
direct convertibility of animal tissues into fatty matter. And, 
perhaps, the same fact might be adduced as support of the 
opinion that fatty degeneration proceeds from the maternal, 
and fibrous from the foetal, vessels. Merely this: that the 
tissues of a dead foetus are not liable to fatty degeneration 
under any circumstances. The products of extra-uterine foeta- 
tion may remain enclosed in the living body for years without 
undergoing this change. The little embryo which is found in 
a mass of so-called uterine hydatids has undergone no fatty 
degeneration. And the foetus which has lain for months and 
years in the uterus of a cow is found shrunk and blackened, 
but not converted into fat. This is quite in accordance with 
what has been previously stated. The dead foetal tissues are 
removed from any supply of oil by which they could be infil- 
trated. There must be molecular apposition if not absolute 
continuity between the disorganised tissue which is to receive 
the oil and the living tissue whose moving blood is to supply 
it ; though, as in the case of fatty degeneration of the cornea, 
an actual capillary continuity is not required. 

If these inferences be correct, fatty degeneration of the 
placenta, such as has just been described, can scarcely be re- 
garded as a change of any importance with regard to the con- 
dition of the foetus. And, as a rule, large healthy children are 
bom in connection with extensive degeneration of the placenta, 
having derived their nourishment from the portions which were 
not involved in the local change. Nor, again, can it be looked 
upon as having anything to do with one of the great perils of 
childbirth — a&erent placenta. For the edge of the organ, 
where these patches chiefly occur, is just the part where adhe- 
sion of the placenta to the uterus is least frequently found. 

VOL. IV. F 
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On the contrary, from recorded cases, it might seem that these 
hard unyielding masses, already in such loose connection with 
the uterus, were more likely to induce a still farther separation 
of the placenta, and consequent haemorrhage. Nor, lastly, can 
we regard it as the natural termination of the life of the 
placenta, for, certainly, this organ is not least active at the com- 
pletion of the period of gestation. It is a local, not a general 
disease, a consequence, not a cause, and, interesting in the 
highest degree as a pathological study, is, I believe, devoid of 
all clinical importance. 

I have had no opportunity of studying the changes induced 
in the cornea by fatty degeneration, as displayed in the arcus 
senilis, so well described by Mr. Canton.* So I will merely 
extract from his pages an account of this morbid appearance. 

In the first instance, the corneal cells are the seat of the 
affection. These cells, in form comparable to the lacunae and 
canaliculi of bone, lie between the lamellae of the cornea. 
They are so numerous that their opacity imparts a cloudiness 
to the whole structure, though the lamellae may not be affected. 
The superficial laminae are first involved, and thence the change 
extends deeper into the substance of the cornea. Presently, 
the lamellae themselves are changed, infiltrated by myriads of 
minute oil-globules, which, as they coalesce into larger drops 
and collect between the lamellae, add notably io the thickness of 
the cornea. The opacity due to changes coincident with old 
age has much in common with that which results from injury 
and inflammation of this part.f They both consist essentially 
of infiltration of the corneal cells with oily matter, but, in the 
former the change is permanent ; in the latter it is — that is, 
as far as it depends on oily infiltration of the corneal cells — 
remediable. 

The term atrophy does not seem to me to express the 
correct pathology of this affection. Dr. His,t as cited by Mr. 
Canton, has put this very pointedly. Demurring to the opinion 
that the arcus is the result of simple atrophy, he asks, * How 
is it that it is just in the margin of the cornea (which is in 
the most favourable position for nutrition) that such atrophy 
should occur ; and how does it happen, in connection with such 
an atrophied margin, that the centre of the cornea can preserve 
its complete integrity through years? These are questions 
which at present appear to be quite insoluble.' I believe that 

* Cantx)n, * On the Arcus Senilis.' Svo. London, 1863. 

t Canton, op. cit. pp. 30, 32. Virchow ' Cellular Pathology,' transl. p. 301-306. 
- \ *Histologie der Cornea/ p. 138, Basel, 1856. 
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the solution of the problem is to be found in the close parallel 
to be traced between arcus senilis and the other instances of 
fatty degeneration which have been described in this paper. 

The pathology of fatty degeneration may be summed up in a 
few lines. And, as a preliminary, I must confess that a very 
attentive study of fatty degeneration continued through many 
years has much diminished, in my eyes, the importance of the 
specific character from which the process takes its name. Grave 
as are the diseases with which it is connected and on which it 
ensues, the fatty change itself is comparatively of little moment, 
and quite secondary to the degeneration, in date as well as in 
importance. 

It is an infiltration of fatty matter which is derived imme- 
diately from the passing blood, or is made on the spot under its 
influence. And, as far as concerns the human subject, it is not 
the physiological form of fat, margarine, which is thus infil- 
trated, but oleine. 

The structures which are infiltrated in this manner must be 
previously disorganised, the infiltration being a consequence, 
not a cause, of the disorganisation. Structures in healthy vital 
activity either do not admit of such infiltration ; or, where their 
physiological constitution allows of this, they have the power 
of clearing themselves of the oil. They must be disorganised, 
but they must not be dead, as far as death implies liability 
to chemical decomposition or disconnection with the current 
of the circulation. For, experiments show that, under such 
circumstances, fatty degeneration, as expressed by the formal 
replacement of healthy structure by fatty matter, never 
ensues. 



Article IV. — Case of Popliteal Aneurism cured by 
Compression. By Benjamin Barrow, 

JAMES PERKINS, aged 31, a strong, robust man, a coal- 
heaver by occupation, was admitted into the Isle of Wight 
Infirmary on Wednesday, April 17, 1867, on account of what 
he termed * a large painful swelling of the right knee.' The 
man gave the following short history : that * he first observed 
the swelling a fortnight ago, that it had enlarged, and became 
more and more painful day by day.' 

Examination discovered a large swelling extending from the 
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ham around the entire knee-joint ; considerable pulsation wa^ 
conveyed to the touch over the whole surface, and equally clear 
was the bruit de soufflet, heard with the stethoscope. The 
knee was bent at nearly a right angle. There was much pain, 
the skin was tense and hot, and so acute were all the symptoms 
that it became a question whether the femoral artery should 
not be immediately tied; but I preferred waiting, as pres- 
sure commanded the pulsation. Pressure, however, was not 
regularly commenced until 3 p.m. of April 19, for want of 
the proper instruments. On the first morning of the patient's 
admission the measurement around the knee was \%^ inches«^ 
In twenty-four hours this had increased to 17^ inches. 

On the 19th, at 3 P.M., the first application of Carter's tour- 
niquets was made — one to the groin, the other about one-third 
below Poupart's ligament, the pressure being kept up first by 
one, then by the other, and occasionally altogether remitted for 
a short period. ^ . 

At 1.30 A.M. of April 20, the measurement was still 17^ in. 
and from this it grew slowly less until June 3 when it had 
diminished to 15^ in. The pulsation, bruit, and tension of the 
skin became day by day less apparent, the tumour at the 
same time becoming more and more consolidated. 

On June 3 neither could pulsation be felt nor bruit heard ; 
compression was, therefore, altogether omitted. After thirty- 
six hours we again perceived some evidence of the sac not 
being entirely obliterated. The tourniquets were reapplied 
and pressure kept up from time to time until June 17, being 
fifty-nine days from the commencement of treatment. From 
this date until the present time, August 24, every symptom 
of aneurism has disappeared, except the remaining hard 
tumour in the popliteal space, and which, from being as large 
as the largest orange, is now about the size of a pullet's egg. 
The knee has become gradually straight. 

The man was a very restless subject, accustomed to partake 
rather largely of strong drinks : he was veiy sensitive to the 
least pain or inconvenience, and there is no doubt that fre- 
quently during the process of cure he slackened the tourniquets, 
especially at night, and to this cause may be attributed the 
length of time the cure occupied. He was discharged from 
the Infirmary on August 6. No particular medicinal treat- 
ment was necessary, and only a dose of opium was given occa- 
sionally. A generous diet was enjoined from his first admis- 
sion. The swelling has now, August 1868, diminished to the 
size of a walnut. 
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Abticle v. — On Rickets. By Samuel Gee, M.D. Lond. 

WHEN Whistler and Glisson appropriated the name of 
morbus puerilis to a special form of disease^ they hardly 
exaggerated the importance of the position which rickets ho]ds 
among the diseases of early life. In the present paper I purpose 
to make a few remarks upon some of those points in the history 
of the children's disease, which are still the subjects of dispute, 
or which are Tso far as I can judge) not sufficiently known to the 
profession at large. It is not my intention to write a treatise 
upon rickets, nor indeed is it necessary, so peculiarly good are 
the works extant to which the reader may be referred ; espe- 
cially (i) A series of three lectures on Rickets, by Sir William 
Jenner, * Med. Times and Gazette,' 1860 ; (ii) * Clinique M^di- 
cale,' par A. Trousseau, 2me edit. vol. iii., 1865 ; (iii) * Die 
Pathologic und Therapie der Rachitis,' von Dr. G. Ritter von 
RittershaiD, Berlin, 1863. I shall comment upon (1) The fre- 
quency of rickets and the age at which it occitrs ; (2) Latent 
rickets ; (3) Rickety deformities ; (4) Dentition in rickets ; 
(5) The apyrexia of rickets ; (6) The urine ; (7) Visceral dis- 
ease ; (8) The spasmodic disposition ; (9) The nature of rickets ; 
(10) The treatment; and, lastly, I shall make a few notes upon 
ihe bibliography of the disease. 

1. Age and Frequency. — The following table is drawn up 
from patients who were examined by myself at the Hospital 
for Sick Children in the course of the year 1867 : — 



Degree 
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UndflT 
6 months 


6 to 12 
months 


12 to 18 
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18 to 24 
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45 
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7 
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5 
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1 
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54 
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Slight . . 
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9 
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34 

34 

8 

13 


29 

18 

1 

1 

6 


17 

24 
16 

15 


13 

22 

9 

17 


Rickets . . 
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116 


27 


365 270 
635 


All Diseases* 


462 


391 


420 


348 


447 


287 


2,355 
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The ages given in this table are those at which the children 
first came under observation. 

And so 30*3 per cent, of sick children under two years of 
age were rickety. This number agrees closely with that which 
Ritter gives as the result of his observations in the medical 
Poliklinik at Prague, viz. 31 per cent, of children under five 
years of age. 



Male . 
Female 


Under 
6 months 


6 to 12 
months 


2nd 
Year 


8rd 
Year 


4th 
Year 


5th 
Year 


Totals 


47 
44 


103 
72 


89 
65 


32 
30 


9 
6 


3 
4 


283 
221 


Totals . 


91 


176 


154 


62 


15 


7 


504 



Out of 1,623 children seen. A comparison of the tables will 
show that it is highly probable that the proportion of rickets in 
children under two years of age was much greater in Ritter's 
practice than in mine ; but, unfortunately, the data given by 
Ritter do not enable me to say positively that this was so. I 
can well believe that the frequency of rickets established by 
these tables may surprise some readers. Many years elapsed 
before physicians thought worthy of their notice a disease 
which the common people had discovered and named; but 
now- a- days there is no reason for belonging to a pre-Glissonite 
epoch. Nor is rickets peculiar to the poor ; the severer forms 
may be so, but slight or even considerable rickets is reaMy 
common in the children of the comparatively rich. 

* Never congenital, rickets rarely occurs before the ninth 
month, scarcely ever after the second year.' (Boerhaave, ^Aphor.' 
1481.) Never congenital: this, I believe, is not far from the 
truth ; but the question of congenital rickets has never been 
fully investigated, and may be commended to those engaged in 
obstetric practice. A preparation put up by Lambl in the 
Prague Kinderspital Museum is the only instance of which 
there is a complete and uncontradictory account ; of this case, 
details and a drawing can be seen in Ritter's book : the child 
was stillborn. In Mr. Stanley's work on ^ Diseases of the 
Bones ' (Lond. 1849) he alludes to a specimen of congenital 
rickets contained in our Hospital Museum. The preparation 
referred to is probably that which stands in the catalogue as A. 
142. Now, in this skeleton I must say that I can see nothing 
which removes it from the category of that * rhachitis congenita ' 
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oiF which Bokitansky speaks (* Lehrb. der path. Anat,' 3te Anfl. 
i. 43); a congenital dwarfishness of the skeleton attended by 
unspecified or unspecific deformities being the sole grounds for 
the name of rickets, but grounds, it seems to me, insuiScient. 

But the aphoriom greatly underrates the frequency of early 
rickets. Unquestionable beading of the ribs may occasionally 
be found in infants of only three or four weeks old ; at three 
or four months of age rickets is really common. It is best to 
take our grand criterion of the existence and degree of rickets 
from the state of the ribs : ^ tabes pectorea ' was a name im- 
posed by Boot before Glisson invented his * rachitis/ and cer- 
tainly the pectoral signs of the disease are more easily discovered 
than any other, and when discovered more indisputable ; they 
afford a clue which will lead us to the detection of rickets in 
its most obscure manifestations. Moreover — and this is the 
matter in question just now — I believe that no characteristic 
alteration in the bones (an essential element in the diagnosis of 
rickets) can be discovered more early than the beading of the 
ribs. It has been said, I know, that the cranio-tabes of Elsas- 
ser precedes the other osseous lesions by a month or two ; true 
in exceptional cases this assertion may be, but that it is true as 
a general rule I doubt or even deny. It is best to trust to the 
ribs. 

Rickets which begins to show itself late must be distinguished 
from rickets which takes on, late, a tendency to increase. 
Rickets supposed to be of late occurrence is mostly of the latter 
class ; the children become slightly rickety under twelve months, 
yet they cut a few teeth and are able to stand or even to walk; 
then, some time in the second year, the rickets increases, and the 
children are taken off their feet. In ordinary practice it is 
obviously difficult or impossible to fix the time up to which any 
patient whom we may see was not rickety : for my own part, I 
certainly never recognised rickets setting in *de novo' later than 
at twenty months,* and am therefore inclined altogether to 
agree with Alfred Vogel when he says that rickets never attacks 
a hitherto intact child after the first dentition ; f «ay, even to 
concur with Ritter (p. 54) that rickets does not often begin 
later than the first year of life. 

2. Latent Rickets. — There are, apparently, all possible gra- 
dations between simple genuine debility and that special form 

♦ Male, 20 months, has fourteen teeth ; beading of rib.s consicleral>le ; cut first 
tooth at six months; weaned and walked at twelve months; bog;in to get weak in 
legs and loins six weeks ago; has sweated much for thr^^e weeks. 

t ' lichrb. der Kinderkr/ Erlangen, 1863. 
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of debility wluch we call rickets. So that sometimes the evi-r 
dences of rickets are no more than in the following cases. 
Female, 1^ months, just walks, sweats much, slight beading of 
ribs, no enlargement of ends of long bones, fontanelle an inch 
square, no teeth. Male, 2 years, ribs scarcely beaded, no 
enlargement of ends of long bones, can neither walk nor talk, 
sweats, fontanelle very large, five teeth uncut. Female, 3J 
years, can hardly stand, no enlargement of ends of bones, four 
teeth uncut. Examples, we might call these, of rachitis larvata, 
almost passing, as I have said, into the domain of genuine de- 
bility. Let us speak of a few special forms cf incomplete or 
masked rickets. 

i. Pseudoparaplegia, * veluti inferiorum artuum paralysis ' as 
StoU says: the rickets falling, as it were, uponihe muscles, the 
bones being left, in some cases, comparatively unaffected. An 
exaggeration, this, of the inability to stand or walk which is so 
constantly met with in rickets : that the muscles are at fault 
more than the bones is shown by those other cases in which, 
notwithstanding great softening of the bones, children are able 
to walk at twelve months of age, and become bandy-legged in 
consequence. We may lay down this rule. That a child who 
is not idiotic or weakened by some recent acute disease, and 
who cannot walk at eighteen months of age, is either rickety or 
paralysed. If the resolution of the legs does not soon improve 
under treatment, it is not rickety. 

ii. The ligaments sometimes become much relaxed when the 
affection of the bones is not great. 

iii. In partial rickets there is an analogous condition, the 
disease is limited to a certain set of bones : e.g. Female, 20 
months, sixteen teeth ; head of marked rickety shape, fontanelle 
large, sweats ; ribs not at all beaded. Female, 2 years, great 
deformity of chest, yet none of head, fontanelle closed. One 
most important form of partial rickets is delayed dentition, 
which is, no doubt, in and by itself a proof of the presence of 
rickets. And the innumerable maladies attributed to delayed 
dentition are, for the most part, mere coincidences thereof, and, 
in fact, real consequences of the children's disease. 

iv. I will here allude to the pains of rickets. We do hear 
such expressions as this, * The child suffers great agony when 
he is lifted.' Sometimes periosteal in nature (as Vogel suggests), 
sometimes the result of emaciation (as Hitter will have it), 
these pains may be ; but sometimes they are distinctly muscu- 
lar : e.g. Male, 3 years, has all teeth, head rather square, wrists 
moderately large, ribs beaded to considerable degree, pretty fat. 
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cannot stand; when the legs are handled he cries with the pain, 
and when asked where he is hurt he points to the part touched; 
to press gently upon the muscles of the loins or belly causes 
an equal amount of pain ; no complaint when pressure is made 
upon the bones ; when told to put his legs down he does so 
slowly ; told to lift up his legs he takes hold of them carefully 
with his hands^ being apparently unable to raise them otherwise: 
in six weeks he was able to walk. 

3. Rickety Deformities. — A. The Head. The skull under- 
goes changes in thickness^ in size, and in shape. 

i. Change in thickness, especially the cranio-tabes of Elsas- 
ser, to whose book (^ Der weiche Hinterkopf/ Stuttgart, 1843), 
or to Alfred Vogel's Lehrbuch, the reader may be referred for 
full information upon the subject. 

ii. Change in size — that is to say, an increase in size — has 
been spoken of by all writers upon rickets from Whistler down- 
wards : ^morbus exhibet magnum caput,' says Boerhaave. But 
no doubt, as Ritter has shown, the enlargement, in the majority 
of cases, is relative only and not absolute ; the growth of the 
skull is not retarded to the same degree as the growth of the 
face, trunk, and limbs ; and for this reason the cranium does 
appear disproportionately large. But sometimes the cranium 
is absolutely enlarged, especially in cases of comitant hydro- 
cephalus or hypertrophy of the brain: although certainly 
hydrocephalus is not uncommon in rickety heads which are not 
at all increased in size ; and when they are increased in size it 
is by no means clear that the hydrocephalus is the cause and 
not the effect of the enlargement. But of this hereafter. 

iii. Change in shape. This is of two kinds : 1 Increase in 
the length of the skull (dolichocephalus) ; 2. Diminution of 
the roundness. The longheadedness has been insisted upon 
by some authors as the especial rickety change. But, beyond 
all question, unnatural squareness and flatness of the cranium 
is a much more common condition : the skull tends to lose its 
natural arched shape, and to become flattened at top, in front, 
behind, at the sides ; the frontal and parietal protuberances are 
increased: the frontal, coronal, sagittal, and sometimes even 
the lambdoid sutures are depressed. Partial exceptions to these 
characters are sometimes met w^ith, but are not such as to 
modify the general truth of the description. For instance, the 
sutures may be obviously elevated and not depressed, so as to 
form flat ridges and not flat furrows ; when this is the case with 
the frontal suture to any considerable extent, the forehead 
becomes pointed instead of flattened, the skull presenting other 
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unquestionable evidences of rickets. The flattening frequently 
affects one aspect only ; the depression of the sutures is often 
limited to one or two of them ; according to the tendency (pre- 
viously discussed) which rickets exhibits towards partiality. 

iv. The sutures. A condition which is intimately connected 
with the depression and elevation of the sutures is this — that 
in many rickety heads the sutures certainly feel as if they had 
opened. This is to be observed most frequently in the sagittal, 
not rarely in the coronal, and sometimes in the frontal and 
lambdoid sutures. Examinations post-mortem are greatly 
needed in order to discover what material (if there be any) 
it is which exists between the separated bones. Since my 
attention has been drawn to this condition, I have only once had 
an opportunity of examining a head of this kind, or rather a 
head which had been of this kind : viz. A child of four months 
had well-marked cranio-tabes and separation of the sagittal 
suture ; ten weeks afterwards the sagittal suture was still open, 
though less than previously ; in a few days the child died, but, 
post mortem, the bones were in contact, and even slightly over- 
lapping. That the open sutures are occupied by tissue which 
is not osseous there cannot be a moment's doubt : and as little 
that the apparent dehiscence is not fallacious, and not due to 
thickening of the bones at a short distance from their edges, 
for the edges are almost always very thin and depressible, 
although distinct. The edges of the bones when they have not 
dehisced are often in a similar condition. The intervening tissue 
may possibly be osteoid, but, if so, with little or no calcification. 
The sutures rapidly come together or fill up as the general 
rickety state improves. And, lastly, the skulls, of which the 
sutures have dehisced, are often very obviously much smaller 
than is natural to the age of the children. 

V. The hydrocephalus. That is a remarkable passage in 
Whistler's thesis : * Cerebrum valde flaccidum et sero irriguum 
est ; in ventriculos quoque ejus exundabat madoris affluentia.' 
On this point I have little to add to what I said in the last 
volume of the ^ Reports.' The effusion has all the appearance 
of having taken place merely to occupy what would otherwise 
be a vacancy in the cranium. The brain itself is unaltered. 
It does seem as if in rickets the cranium is the only part of the 
body which goes on growing to anything like a natural degree ; 
the rest of the body is certainly dwarfed, the brain included. 
If this be so, hydrocephalus must result, and is really, as said 
before, scarcely deserving of notice, except that at first sight 
it may seem to be allied to the grave incurable form of chronic 
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hydrocephalus commonly so called. I have never had the 
least difficulty in distinguishing the two conditions. The intra- 
cranial effusion of rickety hydrocephalus exerts no pressure, 
and does not itself tend to alter the size or shape of the skull ; 
the peculiar dislocation of the orbital plates never occurs ; very 
often there is no murmur in the fontanelle. The only treat- 
ment required for the cure of rickety hydrocephalus is to cure 
the rickets. 

B. Thoracic deformities. From the deformities of the head 
and cranio-tabes, we come to the deformities of the chest — tabes 
pectorea. In studying this topic, we must distinguish three things 
— the beading, the lateral depressions, and the transverse 
depressions. We should also endeavour to distinguish the 
consequences of rickets from the consequences of concurrent 
catarrh. The whole subject is so very perplexed that I will 
not venture upon its full discussion, but will only set down a 
few detached aphorisms. 

In great rickets the beading may be almost the only change, 
the depressions being none or next to none. 

The amount of depression depends very much upon the 
amount of impediment to the entry of air into the lungs. 

If we look at the chest of a child past all suspicion of rickets 
(say a child of seven years old) labouring under a paroxysm 
of hooping-cough, we observe that during the obstructed inspi- 
ration the ribs between the sternum and their angles become 
straightened, and even incurved at and near the costochondral 
joints. A transverse constriction of the thorax on a level with 
or a little below the sterno-xiphoid articulation is so common 
a consequence of catarrh in childhood that scarcely any person 
is wholly free from that deformity. 

The depressions of the rickety chest are nothing more than 
the lateral and transverse depressions just spoken of carried 
to a degree which is not possible in a chest which is not rickety, 
i. First as to the lateral depressions. Sometimes the only 
change is an undue straightness between the nodules and the 
angles of the ribs. A sulcus, when present, mostly occurs 
farther back in rickety than in other chests ; it is behind the 
row of beads, and tends to involve the bone more than the car- 
tilage. Beginning to be seen just below the fold of the pecto- 
ralis major, or a little above the level of the nipple, the furrow 
goes on increasing in depth as we trace it downwards, until 
it reaches the transverse constriction. Sometimes the cartilages 
are as much depressed as the bone, even in extreme rickets, so 
that the nodules come to occupy the very bottom of the sulcus. 
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More rarely, what depression there is involves the cartilage^ 
chiefly, the groove being in front of the nodules, ii. Next 
as to the transverse constriction. This is on a level with the 
sterno-xiphoid articulation, or a little below this point ; the 
cartilages of the seventh ribs are depressed, and also, to a less 
extent, of the sixth and eighth; hence, on either side, the 
furrow passes obliquely downwards, in front of the nodules of 
the lower ribs, or along them, or simply across them, until it 
joins the lateral furrow at an acute or a right angle: the 
abdominal organs are forced down, and the base of the thorax 
looks expanded. The maximum amount of depression is mostly 
where the lateral and transverse sulci meet ; for instance, this 
is, in many cases, at the costal cartilages about the level of the 
eighth rib. Above the transverse constriction the thorax 
assumes the shape of emphysema : ^ presque cylindrique ou 
comme globuleuse, bombee en avant ' (Laennec, ^ A. M .' i. 307) ; 
modified of course by the lateral depressions. The lateral 
depresaions greatly diminish as the rickets diminishes ; the trans- 
verse likewise, but not to the same extent as the lateral. 

4. Dentition. — The teeth tend to decay (owing to deficient 
enamel), and to drop out undecayed. As an instance of the 
delay of dentition, I may allude to the case of a boy of three 
years who had cut only eight teeth ; also to that of a girl, who 
at two years and two months had only the two central lower 
incisors. The second dentition seems to be delayed as well as 
the first : e.g. Female, 7 years, old rickets, did not walk till 
four years old, has no teeth except the two upper posterior 
milk molars, the rest have decayed. Male, 7^ years, old rickets, 
did not walk till four years old, as milk teeth drop out no 
more come in their stead, has no permanent teeth. 

5. Apyrexicu — Rickets, per se, causes, I believe, no fever. 
Female, 2^ years old. Whole family, including father and 

mother, rickety when young. Never walked ; sixteen teeth, 
one decayed ; great rickets of the chest ; anterior fontanelle 
f-inch square ; sweats somewhat about head ; unquestionably 
tender. Temperature, taken in axilla morning and evening 
for three weeks, varied between 96** and 98*60° F. 

Male, 2^ years old. Fourteen teeth ; head rickety ; thorax 
beaded, with lateral sulci ; face flushes and head sweats pro- 
fusely when child is asleep. Temperatures, taken five times 
daily for a week, varied between 96 '5° and 99°, except on one 
occasion, when the temperature reached 100*2°, apparently in 
consequence of a diarrhoea. 

6. Urine. — The diflSculty in collecting the urine of very 
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young children is almost insuperable : I give the ensuing 
tables for what they are worth, 

Male, 3 years ; rickety ^ unable to walk. 





Water Phoephoric acid (grammeB) 

1 


Cub. cents 


Total 


Alkaline 


Earthy 


Proportion of 
earthy to alkaline 


May 20 . 

„ 21 . 

„ 23 . 

„ 25 . 

„ 31 . 
June 1 • 


260 
246 
266 
236 
310 
266 


•665* 

•708* 

•769 

•705 

•627 

•632 


•507 
•631 
•702 
•646 
•471 
•479 


•068 

•077 

•084 

•069* 

•066* 

•063* 


1 to 8-74 
1 to 8-2 
1 to 8-3 
1 to 11 
1 to 8-45 
1 to9 



* Those figures marked * were not the result of direct experiment. Neubauer's 

process employed. 

MaUy 2 years ; rickety. 





Water 


Phosphoric acid (grammes) 


Gnb. cents 


Total 


Alkaline 


Earthy Proportion 


Sept. 3 
„ 4 . 
„ 6 


137 
106 
114 


•669 
•399 
•266 


•493 
•336 
•217 


•066 
•063 
•034 


1 to 7-57 
1 to 6-4 
1 to 6-4 



The proportion of earthy to alkaline phosphates in the adult 
is said to vary between 1 to 2^ and 1 to 7. 

7. Visceral Disease. — Ever since the days of Whistler and 
Glisson the glandular organs have received much attention 
from those who have studied rickets (or psedosplanchnosteo- 
cace, as Whistler would call it); and those who have read 
Sir W. Jenner's Lectures will remember that he maintains 
that the viscera often undergo changes quite peculiar. Not 
to repeat Sir W. Jenner's opinions in this place, I will 
only point out how far, for my own part, I have been led to 
modify those opinions. * Dolet quidem me,' as Morton says of 
Sydenham, *in hac dissertatione ab ejus sententia discrepasse: 
sed, pace tanti viri, mihi etiam liceat liberam philosophiam 
ubique professo, pro modulo meo, saluti humani generis hoc 
pacto prospicere et consulere.' 

There can be no doubt that the change which Sir W. Jenner 
calls ^ albuminoid ' is met with in rickets : no doubt that this 
change is quite different from the waxy, lardaceous, amyloid 
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degeneration. But I find myself obliged to doubt either the 
frequency or the fatality of albuminoid disease. If frequent, 
it is rarely fatal ; if fatal, very infrequent. I have never seen 
it to perfection, except in children who have died from acci- 
dental catarrh. I have never seen either progressive emaciation 
or death which I could lay to the charge of albuminoid disease. 
When we can feel the lymphatic glands with ease in an ema- 
ciated child I doubt whether, in most cases, this be not a 
consequence rather than a cause of the emaciation ; at any rate, 
many of such cases recover. Times without number have I 
felt spleens more or less enlarged in rickety children ; compara- 
tively few of these cases have died ; and when it has come to a 
post-mortem examination, never but once was the spleen found 
albuminoid, and in that instance the child was quite fat, and 
died in consequence of pulmonary catarrh. In the majority of 
rickety children having an enlarged spleen who die, the naked 
eye characters of the diseased organ differ in no respect from 
those presented by the enlarged spleens of hereditary syphilis, 
the ague cachexia, and that cachexia which we must call essen- 
tial, inasmuch as it is not related to any known cause. The 
diseased state of the spleen referred to is excellently described 
iy Bright under the name of * fleshy hardness with enlarge- 
ment ' : the texture is confused, fibrous, fleshy, tough, dry, not 
at all specially translucent, the Malpighian bodies indistinguish- 
able. I very much doubt whether the splenic tumour in these 
cases of rickets is more than accidental. I mean that the 
children suffer from essential cachexia (the name is unimportant), 
and no wonder that they become rickety if they are of a suitable 
age. I may add that we sometimes find the organs possess an 
^ albuminoid ' character to a very considerable degree in children 
who are not rickety. 

8. Spasmodic Disposition, — Upon this subject I must again 
refer the reader to the ' Reports' of last year. Whatever I have 
seen since that paper was written has only served to confirm the 
opinions there put forth. Not that they were altogether new ; 
far from it; they have been held by physicians ancient and 
modem : ^ morbi frequentes convulsivi, epilepsia per vices, 
symptomata rachitidis sunt,' is the sentence of StoU (* Mb. 
Chron.,' vol. i. p. 20). 

9. Nature of Rickets, — Rickets is a debility which is due to 
common causes, and which assumes a special form at a certain 
age, because it is only at that age that special organic processes 
are going on and can be debilitated. We may compare it with 
chlorosis, which also occurs at a certain age, and, moreover, in 
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one sex only. And a pathologist who sees in chlorosis no more 
than deficiency of iron in the blood may fairly consider rickets 
to be due to lack of earthy phosphates in the bones. But the 
saying of Baglivi will remain true, * subtiliori physico subtilior 
est natura.' 

10. Treatment. — This must be radical. And in cod liver 
oil we possess a pharmaceutical agent worthy of a place beside 
iron, Peruvian bark, and mercury. We ought to lose no time 
over the symptoms of rickets ; slight catarrh, diarrhoea, pale-; 
ness, a tendency to fits, these will all disappear under cod liver 
oil : give expectorants, purgatives, styptics, and the rickets will 
increase under our eyes ; nay, occasionally, it will even develope 
* de novo ' while a child is being treated for coughs, deranged 
bowels, and other apparently simple disorders. 

11. Bibliography. — A person who wished for information 
respecting the early literature of rickets would naturally turn 
to Van Swieten: nor would he be disappointed, for, in the 
fifth volume of the ^ Commentaries,' the history of rickets is set 
forth with all Van Swieten's learning. More recent writers 
have placed implicit faith in the accuracy of the great restorer 
of the Vienna school, and have, in consequence, perpetuated a 
few mistakes. For an example I refer to Trousseau. It may, 
therefore, be not altogether useless to make a few comments 
upon the commentator. 

The earliest treatise upon rickets, apparently not known to 
Van Swieten, is the thesis of Whistler : * Disputatio medica 
inauguralis, de Morbo Puerili Auglorum, quem [)atrio idiomate 
indigenae vocant The Rickets. Daniel Whistler, Anglosaxonicus 
orientalis. Lugd. Batav. 1645.' The title-page itself will 
correct two errors. First, Trousseau's mistake in calling 
Whistler a German; indeed, the Anglo-Saxon was president 
of our College of Physicians in 1683. Secondly, Van Swieten's 
mistake that rickets is a mere corruption of rachitis : whereas, 
even from Glisson himself, it is clear that the word rachitis was 
adopted chiefly on account of its similarity in sound to the 
homebred rickets. Whistler supposes rickets to be a derivative 
of a Dorsetshire verb, to rucket, which signifies to breathe 
laboriously. 

The next description of rickets is that of Arnold Boot, in the 
twelfth chapter of his diminutive book : * Observationes medicae 
de Affectibus omissis. Londini, 1649.' Boot had practised in 
Ireland, and also in Paris, and at both these places had been 
familiar with rickets ; contrary to the opinion of Van Swieten, 
who had, however, not seen Boot's work. Doubling of the 
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joints is spoken of by Boot as another vulgar English name for' 
rickets. 

In 1650 appeared the first edition of Glisson's book. Van 
Swieten calls this the second edition, a mistake which has led 
to curious argumentations. Copies of this edition are probably 
very rare, the only one of which I know is contained in the 
British Museum. The second edition appeared in 1660, and 
is more common. An English translation was published in 
1651. I need not say that the name Rachitis dates from 
Glisson ; and we can hardly be surprised that it was quickly 
accepted, if only to escape from the heirs of the fertile invention 
of Dr. Whistler, his * psedocephalarthroncia,' * psedosplanchn- 
osteocace,' and other mighty inkhornisms. With reference to 
the assertion of Glisson that rickets first made its appearance 
in Dorsetshire, it is surely noteworthy that Glisson was bom 
in that county, and was twenty-three years old in 1620, the 
date assigned by him to the invasion of rickets. I think that 
Whistler gives the real explanation of the supposed novelty of 
rickets at his day in a very few words, where he says, * ex 
pluribus symptomatibus, divisim veteribus notis, complicatus 
hie morbus videtur ; secundum syndromen vero signorum quae 
conjunctim pathognomonicum constituant antiquis incognitus 
fuit.' In like manner, exophthalmic goitre and locomotor 
ataxia are diseases new to the nineteenth century, as rickets 
was to the seventeenth. We may say, with all respect, that 
Glisson might have spared his pains in seeking for the causes, 
which, supposed to be of recent origin, had brought about the 
new disease, among circumstances which had, curiously enough, 
been chosen five hundred years before by the good bishop Hil- 
debert as the subjects of especial praise : 

Anglia, terra ferax, tibi pax diuturna quietem, 
Multiplicem luxum merx opulenta dedit. 



Article VI. — Surgical Cases^ Devon and Exeter Hos- 
pital, By Philip Chi l well Delagarde. 

IN presenting another collection of cases I am mindful that 
^ the history of a cancer is of small value until we know 
its end.' I therefore finish two cases, reported in the second 
and third volumes. To these memoranda I add an. ^ epithe- 
lioma,' which I had overlooked. 
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I describe a few more operations on the hand : not to ex- 
haust the subject, for as the variety of damage may be infinite, 
so are the modes of repair ; but to show what can be done, and 
how to do it, and to encourage thought on this, as on any other 
subject of plastic surgery, so that more may be done by others 
than I myself may dream of now, or shall, unless the occasion 
presents itself. 

To miscellaneous cases I attach brief comments, explaining 
the motives which guided me. 

Jane Thorn is dead, having survived the removal of a scir- 
rhous breast (described vol. ii. pp. 185, 186), upwards of seven 
years. After my last report (vol. iii. p. 324) the thigh enlarged 
enormously, but did not ulcerate. During the last three 
months she occasionally discharged bloody mucus from the 
rectum and vagina — whether produced by cancerous ulcers, 
or by mere pressure, was not ascertained ; but probably by the 
latter, as there was little pain, and no fcEtor. The progress of 
this case was — December 1860, the operation ; January 1865, 
neuralgia of anterior crural nerve ; July 1865, osteo cancer 
of femur; February 1868, death from dropsy, as I learn from 
Dr. Drake. 

Eliza Wright, she too is gone, having survived the amputa-> 
tion of her breast six years and four months (see vol. ii. pp. 
186, 187, and my further report, vol. iii. p. 324). The course 
her disease took was — November 1861, the operation; Septem- 
ber 1865, scirrhous gland above the clavicle ; January 1867, 
looked well, felt well, but scirrhous glands reached the ear ; 
August 1867, great haemorrhage from an ulcer in the neck, 
with most offensive efiluvium, which ceased with the bleeding ; 
March 25, 1868, she died, as Mr. Bryden of Uffculme informs 
me, of two haemorrhages, in almost immediate succession. There 
were large fungated and fissured ulcers, but very little foetor. 

I will here refer to my own remarks (vol. iii. pp. 329, 330), 
on secondary scirrhous knots. The lady died, some jnonths 
after, of atrophy, withering up, and fading away. Of the crop 
of keloids infesting the cicatrix and integuments of the bosom, 
one had been dissected out by the late Mr. Kudall ; and the 
rest shrank up, and never returned ; but Dr. Thompson, of 
Bideford, informs me that, at her death, there were still several 
tubercles on the back (decreasing rather than increasing) ; and 
that she had anasarca, but not much dropsy of the chest. 
There had been intense neuralgia of the sciatic nerve. This 
I have so often observed accompanying fatal cancerous cachexy, 
that I cannot think it accidental. 

VOL. IV. G 
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I spoke of keloid tubercles in the * Address in Surgery/ 
1860 (see pp. 65, 66). Having related successful cases, I 
mentioned another, in which I had removed * one such scirrhous 
knot. After several years I saw this patient again. There 
had been no return in the cicatrix, but there were glands, of a 
suspicious character, above the clavicle. The woman was in 
no pain ; but her breathing w^as affected, and her health gene- 
rally failing. I have heard nothing of her for some time, but 
I suppose she has died of hydrothorax.' That was no unreason- 
able supposition, but it was unfounded. Last winter she 
brought a daughter to our eye infirmary. She had become a 
stout, elderly woman. I could hardly believe it was herself, 
which amused her much. Her breathing was free and her 
health restored. This is very like Case XXIII. pp. 319, 320, 
in the last volume of these ^Reports.' 

It is a subtile and intricate subject, which I would that others 
should investigate, rather than risk any inference myself. 

I. — Epithelial cancer of the neck. 

William Thompson, aet. 64 (a ship's carpenter, who had 
wintered with Sir Edward Parry in Regent's Inlet, and had 
gone with him over the ice from Spitzbergen), became my 
patient for epithelial cancer. He was in person to be noted : 
a very large and handsome old man, grand and serene. 

The cancer was disc-shaped, four inches in diameter, and an 
inch thick. It covered the stemo-cleido-mastoideus, the mastoid 
process, and the angle of the jaw. It grew from a cylindrical 
base, only two inches across, which it consequently overlapped ; 
but, as this base was eccentric, more on the stemo-cleido side. 
There was a foul, excavated ulcer in the centre of the disc, 
which bled, arterially, at times. The whole was movable, as 
though it were outside the fascia, except where a slip dipped 
into the parotid gland, between the mastoid process and the 
ramus of the jaw. That was its ominous feature. 

I undertook this operation reluctantly ; but when advised by 
such colleagues as Barnes and James, I could not hesitate. 
Observe, those eminent surgeons assumed the curability of epi- 
thelial cancer. They thought this operation right ; they hoped, 
but were not sanguine. The old man himself saw that I did not 
like it, and, the night before, came quietly down to me in the 
library, and asked if I thought there was great danger of 
his dying under the operation. I told him that, with my friends 
to help, I could guarantee his life. He said, ^ If, sir, there 
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were such danger, I do not think I should be right in having 
it done ; but, if not, I think I ought.' 

February 2, 1848, — I cut round the base of the tumour, 
and its formidable character was revealed. The stemo-cleido- 
mastoideus was degenerate ; the root, or base, reached, and 
perhaps surrounded, the sheath of the carotid and jugular. 
Notwithstanding its free motion, nothing gave way, the knife 
was required everywhere. At length the greater part of the 
parotid was taken out, and all the tumour, except what lay 
behind the great vessels. Many arteries were tied. There 
was no paralysis of the face.* The wound granulated freely, 
healing until not larger than a shilling. What remained of 
the parotid then showed unequivocal disease ; and he left these 
parts in a hopeless state. 

This case and Case VII. (vol. iii. pp. 309, 310) show what 
dangers beset operations on the neck. 

If, in paronychia thecalis, the first bone of a finger be not . 
killed, I always try to save it ; for although the flexor tendons 
may have sloughed out, yet the power is not altogether lost. 
As regards the little or the fore-finger this is plain ; but the 
action of the lumbricales and palmar interossei, even on the 
middle and ring fingers, must not be forgotten. 



* I made a note to this effect at the time, but can hardly persuade myself that 
the 'pes anserinus' escaped to the full extent it seems to imply. The integrity 
of the main divisions may be inferred — of the upper especially, for there was no 
lagophthalmos. All the intermediate branches were, I doubt not, destroyed ; but 
granulation, or cicatrix, would compensate for loss of muscular support. (See 
Case XII., vol. iii. pp. 313, 314.) 

Certain cases of lagophthalmos occur to me. I knew a gentleman who, whilst 
in the wilds of Australia, had a sloughing abscess of the right parotid, resulting in 
palsy of that side of the face. The unmeaningly staring eye was shocking. 

A nice-looking girl — a servant spoilt by indulgence^ — had a tumour of the 
parotid. I advised her going into our hospital. She took offence, and said she 
would go home to Plymouth. I named surgeons there on whom she might rely. 
This gave still greater offence — she would choose her own doctor, wherever she 
was. After that I heard no more of her for years. One day I encountered the 
appalling gaze of an odd, though neatly-dressed woman, and wondered what she 
meant. She turned, and I recognised * the parlour-maid.* As she had been 
impertinent and wilfiil, I affected not to penetrate the disguise of her disfigure- 
ment ; but I afterwards learned that the tumour and facial nerve had both been 
extirpated. 

Within the last five years I have seen three cases of lagophthalmos from injury 
of the facial nerve. One of these patients attributed the paralysis to a severe 
blow on the malar bone ; but I found the scar of a deep wound, between the ramus 
and the mastoid, which he had forgotten. 

The * levator palpebrae' and the 'orbicularis oculi' are antagonistic, but they 
are supplied, the one by the third nerve, and the other by the portio dura of the 
seventh. If the latter be destroyed lagophthalmos ensues, the antagonism ceasing. 

G 2 
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The difficulty is to get skin to cover the first phalanx^ and 
to fill up the gap in front. The following method may seem 
whimsical and fantastic, hut it succeeds : and I do not see how 
else the object could be attained. In raising a flap from the 
back of the finger, I make it substantial by paring it from the 
bone itself. 

II. — Amputation of the finger by swalloto^tail flaps, 

John Farrant, of Clyst, St. Mary, aet. 46, had thecal pa- 
ronychia of the fore-finger of the right hand. The flexors were 
eloughiug out through the front of the proximal phalanx, but 
the bone appeared sound. This I desired to preserve. 

October 22, 1863. — I cut across the front of the finger half 
an inch from the tip. I next cut along the back of the finger 
from the proximal to the distal end of the second phalanx, and 
then around the nail, until I reached the two ends of the trans- 
verse incision. Keturning to the front I cut from the middle 
of the transverse incision to the proximal phalanx, and swept 
round the ulcer, which opened into the sheath. Having com- 
pleted the outline I dissected off the skin, with the underlying 
tissues, as close to the bones as I could, and formed two long, 
and tolerably substantial flaps. The digital nerves and arteries 
were included. Then I finished by dislocating the second from 
the first phalanx. (See Plate I. figs. 1. & 2). 

I united the two flaps posteriorly by sutures, turned them 
forwards, and filled up the hollow in front of the remaining 
phalanx. Pus welled up from the palm for several weeks 
(for the patient had been importunate, and induced me to 
operate sooner than I liked), but eventually he got a remark- 
ably neat and useful stump. 

I have repeated this operation successfully. 

III. — Arm and hand contracted, and webbed up to the axilla 

after a bum, 

Charles Bradbeare, of Kentisbeare, aet. 2^, had been severely 
burnt six months before. The cicatrices were complete, and 
all excitement had ceased. The hand was bent to the utmost. 
The elbow was acutely bent, and the arm and forearm webbed 
up to the axilla, into which the hand was tucked. 

August 1, 1863. — I divided the cicatrix connecting the fore- 
arm to the arm. After a few days' poulticing, the arm was 
extended by a screw splint. Various dressings were applied, 
and, on December 9, the wound was healed, and the arm straight. 
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Soon after he was made an out-patient, with directions that 
* the whole arm be swathed with a bandage ; and that the 
splint be constantly applied, except for a few minutes every 
day, when the elbow is to be thoroughly bent and exercised.' 

He was brought back to have the cicatrix, which tied the 
hand down to the wrist, divided. 

July 8, 1864. — This was done, so as to take off all restraint. 
After a few days the hand was extended on a hand-splint. The 
elbow seemed well, but I would not trust to appearances ; so I 
had the treatment steadily pursued, putting on the extending 
splint as before, its lower end resting on the hand-splint. By 
the end of 1865 the cure of both contractions was perfect; but 
I directed the splint still to be applied at night, for six months 
longer. 

I saw him late in 1866 ; the cure was complete, even the 
scars were hardly noticeable. 

It is sometimes more convenient to apply the splint to the 
back of the hand and arm. 

IV. - Fimjer connected with the palm by a cicatrix. 

Eldad WoUacott, of Hockworthy, set. 6. A thick cicatrix, 
produced by a burn four years before, extended from the centre 
of the palm to the second phalanx of the middle finger. It 
drew the finger into the palm, and webbed the adjoining fingers. 

June 8, 1868. — I made an incision on each side of the cica- 
trix, its whole length, and raised it, flapwise, from the sheath 
of the flexors down to the palmar fascia. The webs were 
divided ; the digital arteries and nerves were preserved. 

A digitated hand-splint was bound on the back of the fore- 
arm, and the fingers were looped up separately. The divided 
webs were kept asunder. Bread poultices were applied. 

24.— Stimulating or astringent dressings, as required. 

July 11. — The wound was quite healed, and the webs and 
contraction cured. 

The splint is to be continued for twelve months longer. 
With proper care there is not the slightest risk that this con- 
traction will ever recur ; but the care is the condition. 

In all these cases I cut down to the fascia, or other sub- 
jacent structure. I use bread poultices for the first few days, 
and, after the wounds are healed, I have the parts carefully 
bandaged (which smoothes the cicatrices in an extraordinary 
degree), and continue to apply splints over the bandage, as 
above directed. 
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V. — Lacerated hand. 

Kichard Henry Bowden, of Ashton, set. 13. Had a severe 
laceration, commencing in the palm, below the little finger, and 
extending obliquely across the ring and middle fingers. The 
proximal joint of the little finger, the second joint of the ring 
finger, and the sheath of the flexors of the middle finger were 
torn open, 

August 16, 1867. — The edges of the laceration in the palm 
were trimmed. The little finger was taken off ; but a flap was 
made out of its back and side, and turned into the palm — 
filling up the gap. 1 then took a flap from the back of the 
ring finger, disarticulated the second and third phalanges, 
turned the flap forward, covered the bane, and filled up a 
laceration in front of the proximal phalanx. The flaps were 
secured by interrupted sutures. I did nothing to the middle 
finger, but wrapped up the hand in a bread poultice. The 
flaps exactly filled the spaces where the skin had been destroyed, 
making a curiously neat though mutilated hand. 

VI. — Crushed hand. 

Daniel Pym, of Topsham, employed in a paper mill, aet. 12, 
had his right hand crushed and lacerated by a machine. The 
end of the thumb was split up into five or six strips, and the 
bone exposed and broken. All the fingers were totally de- 
nuded of skin, and their distal phalanges broken. The skin 
was torn off" from two-thirds of the back of the hand. On the 
palm it was uninjured, as far as the roots of the fingers ; but it 
was scalloped there like the indenture of a parchment. He was 
brought to the hospital, immediately, from the Wear Mills. 

Januiry 30, 1868. — At 7 p.m. I dissected the skin remaining 
on the back of the hand, as far up as the proximal epiphyses of 
the metacarpus, divided the interosseous muscles, and cut the 
four bones. Then I raised the entire thickness of the palm 
from the metacarpal bones. The scalloped edge of hard cuticle 
was saved, that the points between the indents might take the 
sutures. The dissections, back and front, were then connected; 
and the fingers, with their metacarpal bones, except the epi- 
physes, detached. I left the thumb untouched. All the palmar 
nerves were preserved. I tied the radial artery, as it entered 
the palm, and several branches besides. Neither the ulnar 
artery nor its arch was exposed; and the digitals were all 
beating in the flap, but not bleeding. 
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The raw surfaces were left open to the air until next morning. 
The flap barely covered the wound — for I would not have it 
strained — but the denticles helped. The hand was wrapped 
up in bags of cold bread poultice, which were continued for a 
week. Stimulating dressings were next applied. The sutures 
and ligatures came away, and the flap was supported by a strip 
of plaster. 

February 13. — Luxuriant granulations required zinc lotion. 

March 18. — The wound was healed, and the cicatrix a mere 
line. 

The flexor tendons adhere to the palm in front of the cicatrix,* 
and the boy puckers and dimples the skin, as one might with 
the palmaris brevis. He is a sharp lad, and will turn this to 
account. The remnant of the adductor brings the thumb across. 
The thumb itself is shapely, the tags of skin having fallen into 
their places. 

I mention the thumb more particularly, because over care 
defeats its own purpose. If I remove a finger, I do not put 
the flaps together with the same exactness as if I reckoned on 
a thorough union by ^ first intention.' Such success is too pro- 
blematical. I make the flap long enough, and thick enough ; 
secure it at one or two points ; lay on a bread poultice, and 
leave the rest to nature. Had I brought the shreds of this 
thumb into closest apposition by stitches, or compressed them 
into shape, they would have sloughed, or ulcerated, but under 
the soothing protection of a poultice, they found their own 
places. Fifty years ago, when surgical dressing was the pride 
of the dresser, union by first intention more often failed than 
succeeded. Even now I see tidy rollers, if too tight, inducing 
mortification. I am convinced that a looser mode is safer, on 
the whole quicker, and in the end neater. 

VII. — Severe laceration of the hand and torist. 

James Gatheridge, of CuUompton, aet. 58, a waggoner, was 
knocked down (March 30) by his waggon, the wheel lacerating 
his wrist and hand terribly. Besides lesser injuries, the skin 
covering the lower third of the radius, thence up the back of 
the metacarpal bone of the fore-finger, all across the thumb, 
almost up to the second joint, then nearly to the root of the 
middle finger, down the palm to the wrist, including the whole 

♦ Some years since I b^an to engage the tendon of the tibialis anticus in the 
cicatrix of Chopart's amputation, thus antagonising the gastrocnemius. I sent up 
three such cases to Mr. Hancock, who spoke of them with approbation in hi? 
College Lectures. In the present instance I did not contemplate the adhesion. 
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ball of the thumbs was in tatters. The extensor tendons of the 
thumb were exposed^ as were all the muscles of its metacarpal 
bone ; and its first joint was entirely laid open behind. But 
the capsule and ligaments of the wrist, though bared, were un- 
torn ; no bone was broken ; the radial artery was beating, 
under the extensor tendons, from the radius to the palm ; and 
the fold of integument connecting the index with the front of 
the thumb was uninjured. The hand seemed too good to take 
off, and I hardly knew what to select for removal, so I waited ; 
only supporting the hand on a splint, and applying bread poul- 
tices. A great deal of sloughing ensued. 

After seven weeks there was a clean granulated sore. The 
long flexor had sloughed out ; the metacarpo-phalangeal joint 
was destroyed, and the thumb hung by the soft parts; but it 
retained its proper sensibility, and the palmar artery and its 
fork amply supplied it with blood. Where so much had been 
destroyed, I desired to utilize such skin as remained. 

May 16, 1868. — I cut across the front of the thumb, near its 
extremity. From this cross cut I made two perpendicular in- 
cisions, down to the open joint. Paring the skin from the 
front and sides of the phalanges, I detached the thumb. The 
flap measured exactly three superficial inches, and contained 
the nerves and arteries. I turned it back, and fastened it to 
the skin, on the palmar edge of the wound, with a couple of 
stitches. Knowing how difiicult it is to make a crude wound 
adhere to granulations, I put no restraint or pressure upon it. 
Of course it contracted, and curled into just half its original 
size. I cared little about that, for the two surfaces did unite, 
and I reckoned that, as the sore healed, the flap would be 
dragged out again to at least its former dimension. In this I 
was totally disappointed, for it remains a firm curled-up heap 
of skin. It had never occurred to my mind that the substance, 
cementing the flap to the granulations, would really be cicatrix, 
and that, whether it surrounded the flap, or lay hidden beneath 
it, the contraction would be equal, area for area. 

It helped, however, to fill up the wound, though not to the 
extent I meant. The sensation of a thumb is retained by the 
flap, and the man is well satisfied — saying that he shall be able 
to rest the handle of a spade against it. I call it a cleat, which 
he, coming from an inland town, does not comprehend. The 
metacarpal portion of the thumb is regaining a freer movement, 
although enveloped in cicatrix. 

In the last volume of these * Eeports,' p. 323, I described a 
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iuode of preventing flaps from retracting upon bones after am- 
putation. I have used it for the thigh, arm, and fore-arm. It 
is peculiarly adapted to the last, of which I give a case. I now 
clinch the pin with cork instead of metal. It steadies the pin 
quite enough, and does not irritate like a shot. 

VIII. — Amputation of the fore^arm^ and -pinning the flaps. 

Richard Lake, of Clyst, St. Mary, aet. 13, a brick-maker, had 
his right hand crushed in a pugging mill. He was brought 
directly to the hospital. 

May 27, 1868.— I at once amputated the fore-arm by flaps, 
sawing the bones just below the upper margin of the pronator 
quadratus. Four arteries were tied— the interosseous behind 
the ligament. The tissues under the skin were more bruised 
than I expected. The flaps were drawn gently forward, and 
retained by a German pin, passed perpendicularly through 
them, immediately in front of the interosseous ligament. The 
pin was clinched by a cork. The edges were brought together 
by wire sutures, but space was left on each side for the ligatures 
and sanious discharges to come through. 

June 8. — The pin was removed. 

26. — He was well: the ends of the bones being thoroughly 
protected by a dense pad of skin. 

Injuries, requiring amputation at the shoulder-joint, involve 
a shock, which loss of blood might render fatal. I devise my 
operation accordingly, and illustrate it by my latest case. I 
do not afflect any flap in particular. I rather prefer the deltoid — - 
not cutting wiihin an inch or more of the clavicle, or spine of 
the scapula, that its circulation may be derived from a larger 
area. Neither do I transfix, but I outline the flap— a course 
more sure, though less showy. 

IX. — Amputation at the shoulder-joint. 

George Brooks, of Huxham, aet. bb^ a strong farm labourer, 
fell from a height, April 26, dislocating the left humerus under 
the clavicle. The whole arm was bruised and swollen. 

April 29. — After unsuccessful attempts in the country, and 
in the hospital, its reduction was effected. The arm remained 
numb, livid, cold, and pulseless, but without any swelling over 
the axillary or brachial artery. In a few days the circulation 
was improved, and some sensibility returned ; but there were 
foul, deep-seated abscesses, and the fingers and prominent points 
sphacelated. 
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May 10. — An eschar formed over the brachial artery, several 
inches below the axilla. Port wine, brandy, and strong ale 
had been given freely. The tension of the shoulder subsided, 
but mortification spread elsewhere. 

May 16, — I amputated at the shoulder. The subclavian 
artery was well commanded. With a large scalpel I formed 
a deltoid flap, not following the precise outline of the muscle, 
but making it broader below. I raised this flap, opened the 
joint largely, cut the tendon of the biceps, thrust in the fingers 
of my left hand, brought up the thumb into the arm-pit, and 
held the nerves, vein, and artery tight, close to the glenoid 
cavity. Then I divided what remained of the capsule, carried 
the scalpel down close to the humerus, and cut the tendons of 
the pectoralis major, and latissimus dorsi. The head of the 
bone was drawn outwards, and with a small amputating knife 
I took off* the arm. 

Not a drop of blood escaped from the axillary artery, which 
was tied with its vein.* On removing my fingers the circum- 
flex arteries bled.t They were instantly tied — not an ounce of 
blood being lost. Small branches bled, chiefly in the lower 
flap. Altogether the bleeding was less than four ounces. An 
abscess in the deltoid was opened, and scraped out. 

I deem it most important that the operator should himself 
hold the axillary vessels. I have had them held by a most able 
assistant, but the act was not so consentaneous, and more blood 
was lost. 

I am vexed that the brachial artery was not examined. 
The man was said to have had some previous illness, but I 
have never doubted that the ^ reduction ' produced the sphace- 
lus. He continued in a precarious condition for a fortnight 
after; but care, and the appliances of a well-appointed hospital, 
brought him through. 

* I never saw any harm from including a large vein in the same ligature with 
its artery. Indeed, in old patients, whose arteries are brittle, I tie in the vein and 
connective tissue purposely. I exclude nerves, but I have often seen them tied, 
inadvertently, without ill consequence. If tendon or fascia be tied the separation 
is tedious. 

t As the deltoid was massive I only raised the layer next to the skin, so the 
circumflex arteries were not divided until the capsule was quite cut through ; and, 
as they were given off below the point where I held the axillary, they did not 
bleed until I relaxed my hold. If in a slender or puny patient, I raise the whole 
deltoid in the flap ; the circumflex arteries must be wounded before the joint is 
opened. Then, should the subclavian not be thoroughly commanded, I tie one 
or both before I proceed. This also applies to double flaps. 
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X. — Cyst containing blood, 

James Baker, of Newton Saint Oyres, shoemaker, set, 53, 
had a fibro-cystic tumour, containing blood, depending from the 
tuberosity of the ischium, and the inferior sacro-ischiatic liga- 
ment. It was eggHshaped, and twice the size of a large orange. 
He dated it from Crediton Fair, and it was surmised that a 
kick might have occasioned it, 

January 8, 1853, — I divided the integuments, and dissected 
up to the tuberosity. I then found the tumour extensively 
connected with the lower ligament. I was apprehensive of 
the pudic artery, but I felt my way, worked carefully, and 
detached the cyst without serious haemorrhage. 

The man was thin, but still the wound was deep. There 
was a tendency to bleed, and I admitted air for some hours — 
as is my regular custom noWi I stuffed it with lint, which 
came out when suppuration ensued. It soon got well. 

I have removed several encysted tumours from the tube- 
rosity of the ischium ; but in this case only was the ligament 
implicated to so great an extent. 

I have seen the pudic artery wounded several times — once, 
if not twice, in lithotomy — but always after it had reached the 
ramus of the ischium. It will sometimes bleed furiously in 
adults. I was called up at St Bartholomew's in the winter of 
1818, when the snow lay deep. The ^sister' herself, half 
dressed, ran over for me. She cried out, ^ She will be dead, 
sir, make haste.' I knew the terrible import. The patient, a 
coarse big woman, a street-walker, had been stabbed, appa- 
rently with a penknife, without warning or provocation, by an 
utter scoundrel, who escaped. She hardly felt it, but saw the 
blood streaming on the snow. She shrieked for help, and was 
brought up, almost dead, from the Fleet Market to the hos- 
pital, by some watchmen. The gush had ceased, but I have 
never seen anything like her clothes; they were drenched 
through and through mth blood. I forced in compresses, and 
bandaged them down tight on the pudic artery. It was hard 
to bring her round at the time, but she recovered in a few 
days. In the other cases compression succeeded. 

But supposing the artery wounded nearer its origin, I think 
it still might be tied. I would cut round the margin of the 
gluteus maximus from the sacrum towards the trochanter, turn 
up quick, so as not to open the bursa, and divide its lower 
fibres freely. The sacro-ischiatic ligaments would be disclosed. 
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and the pudic might be secured between them. I do not see 
why a resolute operator might not go on to an ischiatic or 
gluteal artery — a most severe operation, certainly ; but, rather 
than allow his patient to bleed to death, he might attempt it, 
if pressure failed, and nothing else were to be done. In a thin 
subject it might be practicable, and it unquestionably would 
be less formidable than Bell's operation, and less dangerous 
than tying the common iliac, or the internal. 

XI. — HcBmatocele, 

Isaac Gosling, of Branscombe, set. 37, had had hydrocele for 
four years ; but, three weeks before admission, he had received 
a smart blow. The scrotum did not transmit light, and the 
tumour had been taken for hernia. 

April 15, 1862. — I tapped with a trochar. Serous fluid, 
much stained with blood, escaped, but the tunic was still half 
full of coagula. Great inflammation ensued, and the whole 
scrotum threatened to mortify. A week after I laid it open 
freely (which I had better have done at first), and removed a 
quantity of putrid clots. The testicle, and the cavity of the 
tunica vaginalis, were strangely coated with a dirty-looking, 
hirsute lymph — coarse and shaggy as a hall-mat. 

The wound granulated and healed; but for more than a 
fortnight the man was in great danger from irritative fever. 
After that, obstinate diarrhoea came on ; which, resisting usual 
remedies, was at last subdued by opiate enemata. He was 
cured on June 5. 

XII. — Hydrocele of several cysts^ and thickened tunica 

vaginalis, 

Louis Palmer, of Broadclyst, aet. 58, had a hydrocele, elastic, 
smooth, and unusually pale. Malignant disease was suspected, 
and hence the exploration. 

November 27, 1863. — I made a slight puncture. Clear, 
straw-coloured fluid escaped, and the swelling was reduced 
about a third. I repeated the puncture higher up, and reduced 
it ao-ain by another third. There was still fluid on the cord. 
The tunica vaginalis was excessively thick, but there was no 
evident disease of the testicle ; so I desisted. 

The man fell very ill, and required great care and support. 
A slough, as large as a half crow^n, formed on the scrotum. 
This was freely divided, and poultices brought away an im- 
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mense quantity of putrescent matter. The cavity slowly 
granulated and healed^ and he got well ; for the upper cyst 
disappeared, and the testicle was healthy. 

I can only explain this intense inflammation by some of the 
fluid having escaped into the cellular tissue. I once saw this 
happen from an injection with port wine.* A milky cataract, 
which may have been harmless for years, will set up excessive 
irritation if punctured. 

XIII. — Hydrocele, and disease of testicle. 

G. A., of Dawlish, aet. 62. Had hydrocele on both sides, 
but there was also disease, assumed to be malignant, of the left 
testicle. 

July 25, 1863. —The right side was tapped, and fluid, of 
the usual quality and quantity, was drawn oflT. Then the left 
side was tapped. Some days after I removed the left testicle. 
There was scarcely any constitutional disturbance. 

He went out cured on August 26, the castration of the left 
side having radically cured the hydrocele on the right. 

XIV. — Hydrocele, recurrence after injections, and cure hy ' 

seton* 

Not long after I began to use iodide injections for hydrocele, 
a fine vigorous fellow, a gamekeeper, came under my charge. 
The treatment seemed wholly to fail, his hydrocele, in a few 
days, being as large as before. I repeated it, and failed again. 
After a short interval I fell back on Pott's method by seton. 
That cured the hydrocele, but he left the hospital looking like 
a man recovering from severe illness. 

Failing another time, I contemplated * incision,' or the 
* seton : ' but paused, thinking I might have been hasty in the 
former case, and that I had not allowed sufficient time between 
the operations. I waited, therefore, and watched the patient, 
who got well without further interfereucc. 

This has been so often confirmed that, when other surgeons 
complain of similar ill success, I advise them to wait ; and, as 
they do not tell me that my advice misleads, I presume it 
answers. 



* See 'Address in Surgery/ 1860, p. 43. 
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XV. — Hydrocele (with irritable testicle) returning after injec^ 

tion, — Cure. 

F. L., of Exeter, aet. 21, had had a hydrocele on the left 
side for a year. He had noticed a slight uneasiness of the 
testicle of late. 

March 7, 1868. — I tapped the hydrocele; drew off about 
five ounces of fluid, just tinged with blood, and injected tinc- 
ture of iodine 5 ij., water 3 iv. As very little pain ensued, 
he was directed to walk about. 

9. — But little pain. The tumour was as large as before, but 
not inflamed. The contents evidently translucent. 

11, — He was made an out-patient, and returned to his em- 
ployment. 

18. — The tumour was less. 

23. — Still decreasing, the skin wrinkling, but the testicle 
slightly painful. 

April 8. — The hydrocele was quite well ; but a strumous 
testicle, of no great size, remained. 

On the same morning, I operated on another young man, 
whose hydrocele returned. After waiting, to no purpose, I 
cured him by the seton. 

Why certain diseases should attack certain organs, in prefer- 
ence to others, is sometimes hard to explain, although matter 
of common observation. 

Neuroma is one of these. I find it in the female breast, 
causing severe neuralgic pains. I have removed such tumours 
when not larger than a millet seed, and, before dividing the 
skin, have secured them with spring-forceps, lest they should 
slip aside, and be lost in the fat. When a student, I saw one 
on the arm of a pretty cousin of mine, and advised her consult- 
ing Mr. Abernethy. She called on him, under the conduct of 
her governess, who would be spokeswoman. It was the raciest 
of interviews. But the most frequent seat is the calf of the 
leg. A few years ago, I went down to Exmouth to see an 
elderly gentleman, who, having lost his leg from an accident 
in the hunting field, had severe neuralgia in the stump. By 
friction he could make the neuroma quite perceptible — for it 
was erectile. It seemed to be the end of the nervus commu- 
nicans poplitei. I told him I could easily remove it, but that 
he should first try aconite, externally. He sent me word, 
several months after, that he was much relieved, and content. 
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It does not confine itself to the branches of the popliteal^ 
but, as far I see, affects nerves which either are, or are to 
become, cuticular. In hysterical women, I meet with neu- 
ralgia of the twig which curls on the inside of the knee, and I 
have known it there in men who hunt ; but there has been no 
tumour in these cases. The wounds, after I have operated, 
have been slow to heal ; but that may have been accidental. 

XVI. — Neuroma on the calf of the leg. 

Many years since I dissected a superficial neuroma, nearly 
an inch long, from the calf of the leg of a woman of 75. I 
cannot find the memorandum, which I certainly made. Erysi- 
pelas ensued, and she had a very tedious recovery. She was so 
ill that I regretted having operated on so old a patient. She 
left the hospital enfeebled, but cured. 

XVII. — Large neuroma on the back of the leg. 

M. A. Locke, of Mariansleigh, jet. 40, had a tumour the 
size of a pullet's egg, on the nervus communicans poplitei. 
There .was dullness of sensation where the nerve was distri- 
buted. It was of two years' growth. 

March 28, 1855. — I cut down on the tumour, and dissected 
it out, with a bit of the nerve at each end. Erysipelas 
ensued. The wound was not healed until May 17. 

XVIII. — Neuroma of the peroneal nerve. 

Martha Madge, of Crediton, ast. 33, had had a painful 
tumour, close to the fibula, for several years. It was a neu- 
roma of the peroneal nerve, while deeply lodged between the 
peronei muscles. It was the size and shape of a blackbird's 
egg, but appeared larger and flatter through the fascia. 

November 27, 1861.— I divided the skin and fascia, from 
above downwards, and dissected it out of the muscle, with half 
an inch of nerve at each end. An artery, accompanying the 
nerve, was tied. The wound was slow in healing ; so I let her 
get up, and walk about, which was of service. She did not 
complain of insensibility on the outside of the foot, seeming 
too obtuse to distinguish the difference. 

I have often remarked that wounds on the outside of the 
foot are very painful — perhaps from the distribution of this 



96 Surgical Cases, Devon and Exeter HospitaL 

nerve on the skin. I have twice seen tetanus after laceration, 
of the outer ankle. Both patients died. I gave them quinine 
in large doses. One, an old man, did not derive the slightest 
relief from this treatment — the only case, within my own 
experience, in which it has so totally failed. 

Adipose tumours are seldom remarkable, except for size. 
Now and then they occur, unexpectedly, in odd places. I was 
consulted by a farmer's wife for a large swelling under her 
tongue, which was thouorht to be a ranula. It did not feel or 
look like a ranula; but sometimes these tumours have very 
thick cysts. I cut in bravely, when out peered a nodule of 
fat. I traced it beyond the root of the tongue, and separated, 
with my finger, a tumour full the size of a hen's egg. For- 
tunately there was little bleeding, for I had only one pupil 
with me, and had made no preparation, beyond a dossil of lint 
and some tincture of muriate of iron. 

XIX. — Adipose tumour vnder the obliquus externus 

abaominis. 

John Middleweek, of Hittisleigh, set. 31, had an adipose 
tumour of fourteen years' growth. It occupied the fiank 
between th«! lower rib, the lumbar fascia, and three-fourths of 
the crest of the ilium. 

March 4, 1848. — I divided the integuments, and a dense 
superficial fascia. Reflecting the latter, a curious appearance 
])rcsGnted itself, glossy, yellow nodules cropping up in all 
directions, between the red, semitransparent fibres of the 
inu-cle, as if through a net. I cut these meshes, after which 
the tumour was readily detached from the subjacent parts. 
He was well in a few weeks. 

He had been rendered dreamy by ether, and, being a local 
jjrcacher, held forth with unction, but was unconscious of 
pain. He remained excitable for several days, I did not know 
what had become of him, but he called upon me last summer ; 
just, I fancy, to renew our acquaintance. He was in good 
health, disposed to expound, and none the worse for having 
had his obliquus externus cut across. 

I suppose fibrous tumours are liable to fatty, as they are to 
cancerous degeneration. I meet with equivocal growths, neither 
fibrous nor adipose exactly. 
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XX. — Fibr(Midipose tumour on the back, 

Edwin Ford, of Exeter, aet. 73, formerly a faxmer, who had 
lived freely, and was florid, good looking, and gouty, had a 
large prominent tumour extending, by the side of the spine, 
from the scapula to the ilium. 

June 7, 1865. — On dividing the skin it looked like a huge 
hernial sac full of intestines. It turned out to be a fibrous 
tumour passing into adipose. I saved all the skin, which was 
not too much in the end. Several small arteries were tied. 
The tumour weighed 2 lbs. 7 oz. 

There was much sloughing in the cavity, and for eight days 
he had unceasing hiccough. The sloughs gradually separated, 
and the hollow granulated. He was in great danger for a 
fortnight. He got well in eighty days, and continues in good 
health. 

XXI. — Subfascial Jibro^adipose tumour of the knee. 

Thomas West, of Topsham, ast. 56, had a tumour, the size 
of a cricket ball, on the outside of the thigh, beneath the 
fascia, in the hollow formed by the condyle, the vastus ex- 
temus, and outer ham-string. It was of two years' growth, 
was increasing in size, and wa^ excessively inconvenient when 
he walked. It was so firm and elastic that, having been 
mistaken for a bursa, it was pierced subcutaneously. There 
was no fluid, and it was then considered fibrous ; which it 
really was, but degenerating into adipose. I divided the skin 
and fascia, and dissected out the tumour. A section showed 
its true character — fibrous substance with fat intervening. 
The wound was sound in three weeks. 

XXII. — Fibro-cystic tumour on the patella. 

I have no other note of this remarkable case than the fol- 
lowing, which Mr. James inserted in the catalogue of our 
hospital museum. 

*703. A cyst over the patella. The bursa was beneath. 
The contents resembled mashed malt. Woman set. 46. Ad- 
mitted September 26. Operated on three weeks after. Went 
out perfectly well two months after. It weighed 18^ ozs. 
Mr. Delagarde has the cast. This case might well be con- 
founded with enlarged bursas.' (See Plate I. fig. 3.) 

The tumour looked as though it extended beyond the pa- 
tella ; but I was satisfied it did not, and so it proved. I made 

VOL. IV. H 
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a perpendicular incisioD, and reflected the skin^ of which there 
was not too much. It was put together with twisted sutures. 
The bursa on the patella had not been opened. After getting 
well, there was no tendency in the cicatrix to split open. 

XXIII. — Fibrch-cystic tumour on the front of the knee. 

Elizabeth Gibbons, of Tiverton, aet. 40, had a cyst covering 
the patella, and, unlike the previous case, adherent beyond its 
margin. The contiguous surfaces of the cyst and bursa were 
consolidated. 

February 18, 1865, I made a longitudinal incision, and re- 
flected the skin. The tumour was then carefully separated 
from the investments of the joint. The bursa on the patella 
was opened, and in part removed with the cyst. The skin was 
put together with twisted sutures. It healed in forty days ; 
but after that she had troublesome cellulitis. She was a 
bustling, lively, reckless woman, who would not believe that 
anything could hurt her, and did not much care if it did. I 
saw her a year after the operation, when she was still in an 
unsatisfactory state. 

Februarys, 1868. — I saw her at Tiverton. She was lame, 
but otherwise well. 

The tumour might originally have had no attachment to the 
bursa. In other respects these two cases were much alike. 

XXIV. — Loose cartilage in the knee. 

John Underbill, of Alphington, aet. 26, had felt a loose car- 
tilage for two years. It was so large as to occupy one half of 
the joint, yet admitted of some movement. Its outer side was 
a fourth of an inch thick; it got thinner in the middle, 
thickened a little again, and gradually lost its pearly character, 
until, inwardly, its margin looked semigelatinous. 

March 3, 1849. — The skin, well drawn up on the outer and- 
lower side of the patella, was divided, the joint opened, and 
the cartilage drawn out. It covered the whole of the outer 
glenoid cavity. The cut into the capsule was more than an 
inch long, and the cartilage curled completely upon itself in 
coming out. It was moulded between the glenoid cavity of 
the tibia and the condyle of the femur. 

The edges of the incision were drawn together by strips of 
sticking plaster, and protected by lint steeped in blood. The 
dressings were removed on the 21st, when the wound was 
sound. 
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XXV. — Floating cartilage of the knee with attachments. 

William Wright, of Morchard Bishop, aet. 20, a robust farm 
labourer, had a movable cartilage in the left knee. It lay 
between the inner condyle, the head of the tibia, and the liga- 
mentum patellae. It rolled under pressure, but did not slip 
away. It seemed the size and shape of an almond, but was not 
well defined. This obscurity made me depart from my usual 
method of simply drawing the skin aside and cutting into the 
joint. 

December 17, 1866. — I drew up the skin, keeping the car- 
tilage against the tibia with the fingers of my left hand. I 
made a semicircular sweep of three-fourths of an inch radius, 
continued it half an inch up on each side, and outlined a flap 
like a stilted arch. I raised this flap, exposing the capsule, 
which was thickened, congested, and inelastic. I divided the 
capsule, for an inch, along the loose cartilage. It did not start, 
although I was pressing from above ; so I nicked upwards (see 
Plate I. fig. 4). The middle bulging out, I seized the body 
with bull-dog forceps, and found its two ends fixed to the 
margin of the glenoid cavity. Mr. Gumming, who assisted 
me, drew it forward or backward, as required. Carefully 
excluding air, I detached the two ends with a very slender 
bistoury. One or two drops^of synovia escaped when the joint 
was opened, but none afterwards. The flap, when laid down, 
eflFectually covered the opening. It was secured by two 
sutures, and a pledget of lint steeped in tinct. benzoini comp., 
which is not so trustworthy as blood. The limb was then laid 
in a Mclntyre's splint. 

The cartilage was one inch and a half long, and one-third 
where thickest. It was fusiform. The hinder end adhered 
by a fine point ; the anterior, after becoming nearly as small, 
enlarged abruptly, like a head set upon a narrow neck. This 
head was a flat disc, like the tail of a leech. Indeed, except 
that it was rounded instead of flat, the body was like a leech, 
but of a bright pearl colour. 

He was quite easy for two days ; but, on the third, he had 
great pain, with erythema, down the saphena vein. This was 
preceded by a rigor and an exceedingly hurried circulation. 
The pain subsided in a few days under soothing fomentations ; 
but, on January 8, a large abscess formed on the inside of the 
mid-leg; and on January 17 two more appeared, one over the 
tibialis anticus, the other over the internal ham-string. These 

h2 
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abscesses were beneath the fascia, and were opened, with great 
constitutional relief. As the joint was unaffected, I presume 
the opening into its capsule had healed at once. 

February 5, 1867. — He had deep-seated pain under the 
rectus femoris, as though the shaft of the bone were inflamed. 
There was little heat or tenderness of surface ; but the whole 
thigh swelled, and there was fluid under the muscle. 

7. — The pain and swelling decreased. 

12. — The pain and heat returning, I opened the abscess at 
the outer edge of the rectus — which had been floated up. 
More than a pint of pus was discharged. 

March 3. — I passed a draining tube into the cavity, right 
under the rectus. 

6. — The two abscesses below the knee had healed. 

8. — The abscess on the inner condyle, which had partially 
discharged itself under the flap, still retaining pus, I passed a 
draining tube into it. 

19. — Except that the knee was stiff the limb was restored, 
and he was made an out-patient. 

Some time after he wrenched the knee, which enlarged the 
motion ; but such irritation was set up that I again took him 
into the house until it subsided. 

November 20. — He was well again. I still fear to bend the 
knee forcibly. 

All the abscesses were preceded by severe rigors, and for 
some weeks there was intense constitutional derangement. 
Although suppuration was confined to one limb I treated it as 
pyaemia. I have, however, slight experience of that formid- 
able disorder, and write under correction. 

In Vol. ii. p. 185 of these ^ Reports ' is a note and plate 
illustrating my mode of sawing the bones in * Resection of the 
knee.' I now give two cases in which the osseous union was 
long deferred. Both are well represented in that plate. I 
have never yet failed in obtaining a well-shaped and useful 
limb by resection — which very nearly represents the result of 
the large experience of our hospital. 

XXVI. — Resection of the knee : oblique sections, 

Sumuel Mogford, of Tiverton, set. 23, a clock maker, had 
ulcerated cartilages of the knee-joint. The patella was united 
to the femur. For some months the limb had been carefully 
supported on a splint, to favour anchylosis. At length his 
health sank dangerously. 
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July 5, 1860. — I made an H incision, broke off the patella 
from the femur, and sawed the condyles and glenoid surfaces 
obliquely. The limb (in a Mclnty re splint) was swung under 
a common cradle suspender,* and trimmed by guys of buckled 
tape. I never use the long interrupted splint. 

When he left the hospital there was ligamentous but not 
osseous union — so he wore whilst away from us an instrument 
which kept it firm and straight. He returned two years after. 
The femur and tibia had been firmly united for a twelvemonth ; 
and the limb, shortened little more than two inches, was useful 
and of excellent form. 

This was the first case in which I made the oblique sections 
and the last in which I made the H incision. I have since taken 
a single flap from the front. I always remove the patella. 

XXVII. — Resection of the left knee — The right hip dislocated, 

William Blake, aet. 17, a scrofulous youth of squalid com- 
plexion, whose right thigh had been dislocated long before by 
disease, was sinking under abscesses and ulcerated cartilages 
of the left knee. 

February 1, 1861. — I raised a flap from the front of the 
knee, took out the patella, and sawed off the entire epiphyses 
of the femur and tibia to make the two limbs of a length. 
The sections were oblique as in the preceding case. For 
a time all went on favourably, when inflammation recom- 
menced in the right hip. Abscesses followed, and the union 
of the resected bones was suspended. The outline of the 
limb was, however, undisturbed, and sufficient consolidation was 
at last effected to justify his removal. The weather was hot, 
and countiy air afforded his only chance. ' I heard nothing of 
him until nearly three years after, when I fell in with a 
woman, his neighbour, who told me he had recovered, and was 
able to walk as before, with a crutch. 1 have assumed osseous 
coalescence, but possibly the bones may not actually have 
grown together. Their broad surfaces may only be connected 
by fibrous tissue, and be held firmly in contact by bands of 
ligament, but the account I received implied a thorough repa- 
ration, f 

As diseases of the bones approach the larger joints, they 

* Mr. Henry Greenway, of Plymouth, has invented a suspender, the movements 
of which display great mechanical ingenuity. It has just been introduced into the 
D. & E, Hospital. 

t The gaping wound of resection is reduced to the condition of a compound 
fracture by removing the articular surfaces ; but a desperate injury of the knee iq 
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become more difficult of surgical treatment. I give two cases 
of exostosis of the knee and shoulder, which were in dangerous 
proximity to the joints. I saw Mr. James take off an exostosis 
from the femur. His case, which did well, exactly corre- 
sponded with mine, except that the exostosis was smaller, which 
certainly increased, rather than diminished, the difficulty of the 
operation. 

The neck of the humerus is very liable to morbid growths. 
This exostosis was not malignant, but it throws light upon the 
mode in which a hard protruding spike may be formed by thq 
wearing away of a semicartilaginous tuber. 

XXVIII. — Exostosis of femur, 

W. R., of Exmouth, aet. 16, a remarkably fine lad, had an 
exostosis of the femur. It began at the inner ridge of the 
linea aspera, close to the knee, by a long and hard spike of 
bone which grew obliquely, upwards and inwards, under the 
vastus internus, and terminated in a tuberous osseo-cartilagi- 
nous head. The spike was three inches long, and the head the 
size of a small orange ; but, when covered by the skin and 
muscle, it looked much larger than it really was. The exostosis 
was enclosed in an adventitious capsule. 

March 13, 1866. — To uncover the tumour I divided the skin, 
the fibres of the vastus internus, and its large muscular artery. 
The latter was tied immediately. Then the spike was cut 
through, as near the knee-joint as I dared, with bone forceps, 
and the base was nipped smooth with gouge forceps. 

The wound healed readily. Some time after I thought the 
remnant of the base, near the knee, prominent ; but I believe 
it had merely become more conspicuous from absorption of the 
fat. 

not absolutely hopeless. I made no note of this case, which must have occurred 
five-and-twenty years ago ; but my recollection is clear. 

A gardener of Mr. Divert, whilst trimming a hedge at Bystock, struck a pruning- 
hook into his knee. It entered on one side and came out at the other, dividing the 
ligamentum patellae, and laying open the joint as if for resection. The cartilages 
were exposed, the capsule being opened nearly half-way round. I took out clots 
of blood from between the crucial ligaments with my fingers. The wound was 
dressed with adhesive plaster, and covered with lint steeped in blood. The limb 
was placed on a splint, something like Mclntyre's. 

The dressings were not touched for many days — I believe a fortnight — when the 
union was general. Great care was taken, for months, to prevent the leg being 
bent. He recovered perfectly, and walked as well as ever. 

He was a fine, handsome joung fellow. His wife came with him to the hospital, 
$nd brought the baby. She was as good looking as her husband. The group 
inspired my attempt to save his leg ; which I confess was rash, and, though suc- 
cessful, hardly to be justified. 
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December 17. — It was in the same state, and he was dis- 
charged cured. He remains quite well, July 20, 1868. 

XXIX. — Exostosis of humerus. 

Francis Shears, of East Ogwell, ast. 24, had a composite 
exostosis of the humerus. It began eight years before. Its 
base, which was long,, narrow, and very hard, extended from 
the neck of the humerus to the insertion of the deltoid. Its 
tuberous head projected between the outer part of the triceps 
and the deltoid. It was osseo-cartilaginous, and the size of a 
small orange. A spike of bone, a process from the same base, 
had pierced through the substance of the deltoid, and stood out 
an inch and a half through the skin — sharp, hard, and soiled 
from exposure. 

September 6, 1862. — I divided the skin along the outer edge 
of the deltoid, exposed the noduled head, which was enclosed 
in a capsule, and cut it off with bone forceps. Then I cut the 
fasciculus of the deltoid, and uncovered the spike, which was 
as thick as one's thumb. I cut it off with a very strong pair 
of bone forceps. Then I nipped away the whole of the base 
with gouge forceps, leaving an oval aperture into the medul- 
lary cancelli two inches long and more than half an inch wide. 
It reached close up to the greater tuberosity of the humerus. 

The skin was brought together by several silver wire sutures, 
and covered with a bread poultice. The arm was laid on a 
pillow, away from the trunk, to facilitate the union of the 
divided fasciculus of the deltoid. Scarce any disturbance of 
health followed, and he got well, as he remains, in little more 
than a month. 

A far simpler operation is required to abstract a sequestrum 
from the outer than from the inner aspect of the thigh. I give 
a case of each. 

XXX. — Necrosis of femur. 

Isaac Gloyne, of Shebbear, ast. 24, had necrosis of the lower 
half of the shaft of the right femur. The new case of bone 
was more than an inch thick and excessively hard. 

August 30, 1860. — I divided the skin and vastus externus, 
parallel to the tendon of the biceps, from the knee seven inches 
upward. Two dies were taken out of the case with a large 
trephine, and the bone between was cut away with pliers, 
chisel^ and bone forceps. A sequestrum was found eight inches 
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long. It was cut through, the two pieces removed, and the 
cavity cleared. 

The knee, which had been a little bent, became straighter ; 
but the wound was not quite healed when he went out. He 
came again a year after, the surgeon of the village, a well- 
informed practitioner, assuring me that some dead bone was 
still there. I felt bone with a probe, but it did not move, and 
I very much doubted its being dead. However, as I was 
urged by the patient, and his friends, and his doctor, I opened 
the medullary cavity for about six inches. This was easily 
done, for it was closed up, not by bone, but by dense fibro- 
ligamentous membrane. It was the edge which had been felt, 
the cavity was empty. A small fistula remained when I last 
saw him, but he has a good serviceable limb. 

Whilst he was under my charge for this necrosis, it was dis- 
covered that one of his fingers was contracted. I divided the 
flexor perforans in its sheath, using a curved tenotomy knife 
that I might avoid the digital nerves and arteries. The hand 
was extended on a splint, and the finger cured, 

XXXI. — Necrosis of the femur — Contracted legs, 

Sarah Shepherd, of Sidmouth, aet. 23, had necrosis of the 
left femur, resulting from a fever twelve years before. One 
large sequestrum, and several small ones, had exfoliated from 
the lower and outer part of the thigh. There was a cicatrix, 
ten inches long, from the outer condyle, following the linea 
aspera. The skin adhered tightly to the bone. Other scars 
indicated former abscesses as high as the trochanter, but no 
fragments had come through them. There was an open sinus 
inside the thigh, three inches above the knee, just in front of 
the sartorius. Through this a probe could be passed into the 
popliteal space, and dead bone distinctly felt. The knee, 
which was so bent that the heel touched the buttock, could not 
be drawn out, yet. it was not anchylosed. The thigh was so 
everted that the head of the bone was prominent in the groin. 

The right knee, bent to an acute angle, was stiff, but not 
anchylosed. Her appearance was most ungainly. The face 
indeed was pleasant and good looking, but the body was as 
squabby as a Chinese Joss, and with her legs tucked under her 
she looked like a huge child playing at * hunt the slipper.' 

As the soft parts were so agglutinated on the outside of the 
left thigh, and as the sequestrum could only be felt from the 
inside, I decided to get at it through the vastus internus, in the 
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interval between the saphena vein, the saphenous nerve, the 
femoral artery, and the capsule of the knee. 

October 3, 1866. — I cut down to the bone from the sartorius 
to the condyle. The muscular artery of the vastus intemus 
was tied. Then I divided the skin across, as far forward as 
the rectus — parting the fibres of the vastus intemus, which 
were pale and indistinct. I applied a trephine to the femur, 
close to the linea aspera, took out a large die of new bone, 
and enlarged the opening with bone forceps. I seized the 
sequestrum with the lion-forceps, and cautiously, and with 
apprehension, drew it out. Nothing was hurt. The seques- 
trum was a thin jagged fiake, in size and shape like the under 
shell of an oyster. It was the popliteal face of the femur, and 
must, when she was twelve years old, have occupied the whole 
space above the condyles. The muscles were much dege- 
nerated, the bulk of the limb consisting of hardened fat. 

The wound was covered with a bread poultice. A copious 
and foetid discharge ensued, which lasted, more or less, for 
months. In ten days, healthy granulation being established, a 
well-padded fillet was attached to the ankle, with a weight at 
the other end. The weight, hanging over the foot of the bed, 
drew on the knee, unbending it. It set up fever and inflam- 
mation, and I desisted ; but after some few days I tried again. 
In a few weeks the knee made a right angle. It yielded 
slowly, and an extending splint was put on. The weight was 
continued, sometimes over the foot of the bed, sometimes over 
the side. At length the knee was so straightened that she 
began to exercise between parallel bars. 

I had also been suspending a weight from the right foot, 
but, although that knee was the less distorted, it was the more 
intractable of the two. An extending splint was therefore 
added. 

Both legs, acted on day and night by splints and weights, 
became straighter ; but I found that, if I persisted, I should 
dislocate the right tibia backwards. I therefore 

March 23, 1867, divided the ham-strings. I drew the skin 
well aside, cut down to the tendon of the biceps, passed in a 
Fergusson's lithotomy knife, outside the peroneal nerve, and 
divided the tendon subcutaneously. I did the same to the 
inner tendons, dividing the fascia extensively with the same 
knife. She soon resumed the splint and parallel bars, making 
great progress. 

I thought a change would refresh her ; so I sent her to Sid- 
mouth for a month. After her return (the former treatment 
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being continued) I had her thigh frequently rolled inward. 
This exercise gave freedom of motion^ and when she began to 
walk with crutches, I made her an out-patient. 

I saw her on April 15, 1868. The right leg was restored — 
except that the ankle turned aside, as in a rickety child. The 
knee was straight, and gaining strength. She walked with 
one crutch. 

The wound in the left thigh was healed. The knee was 
nearly straight, but the heel did not rest on the ground, and 
the limb still turned out. She looked remarkably well, had 
got rid of her loose fat, and gave remote promise of a nice little 
figure. 

August 14, 1868. — I have seen her again, and begin to fear 
that the left hip will not admit of further correction. I intend 
setting her right ankle straight by the common apparatus. 



XXXII. — Leg distorted by a compound fracture, 

James Quick, ast. 29, a fine healthy man, a butcher, sus- 
tained a bad compound fracture of the left leg on March 18, 
1866. 

He had been in a local infirmary until he came to the hos- 
pital May 30, 1867. The leg (measuring along the spine of 
the tibia) was shortened an inch and a half. It was exces- 
sively distorted outwards, the ankle being full five inches out 
of line. The upper fragment of the tibia reached four inches 
below the knee. The lower fragment was displaced upward 
and backward ; and, as I afterwards ascertained, a detached 
fragment was consolidated in. The whole was surmounted by 
an immense hemispherical mound of callus which stretched the 
integument to bursting. . There was a large ulcer on this callus. 

I directed the jointed stem used for a knock-knee, which in 
a few months reduced the bend by one-half. The ulcer was 
sometimes better, sometimes worse. After a while I let him 
move about, and twice sent him home for change. 

A probe went three inches right down into the fracture. 
There I felt rough bone, but was not sure that it was loose. I 
assumed it to be a sequestrum, and, as the tense skin forbade 
all hope of healing the ulcer, I determined to open the callus, 
reduce its bulk, take out the dead bone, if any, and probably 
facilitate the straightening of the leg. 

April 29, 1868. — I made a large crucial incision, dissected 
back the flaps, scraped off the granulations, and exposed the 
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callus. I trephined its face, taking out three large dies. The 
crust was an inch thick. I cut away the intervening callus 
with bone and gouge forceps, sawed out another piece, and 
made a rhomboidal aperture of about three inches a side. I 
feared to take away more, lest I might break the bone ; but I 
had greatly reduced the prominence. I found only one seques- 
trum, the size of a sixpence. Thus I laid open the original 
fracture with its upper, middle, and lower fragments — now 
united. 

He was generously fed and had 8 oz. of port wine daily. In 
a fortnight I desired him to lie on his left side whenever he 
could, with the foot raised by a pillow to keep his leg hollow 
from the mattress, and a sand-bag across it, below the knee, to 
press the limb straight. 

May 15. — Exfoliations presented, where the trephine had 
worked. The granulations were profuse. 

21. — The wine was given up, but he still took a pint and a 
half of strong ale daily. He left the * separation 'for a ^ com- 
mon ' ward. The leg was straighter, and the exfoliations had 
been cast off. He put on his old instrument for a day, but it 
had reached the limit of its action. His foot was therefore 
turned up, and a sand-bag attached to the knee was hung over 
the left side of the bed, and another, drawing upon the ankle, 
over the right side. 

June 17. — The leg was almost straight. To lengthen it a 
sand-bag over the foot of the bed was added."*^ 

* The beneficial effect of traction in diseases of the knee and bip is now fully 
recognised. Its value in broken thighs was known long since, but was overlooked, 
until forgotten. Mr. Erischen ascribes it to Dr. Buck, of New York (* Lancet,' 
vol. i. 1868). In the 'Address in Surgery,' 1860, 1 claimed to have been its inventor 
half a century ago. In speaking of fractures of the femur, I said, * When I became 
House Surgeon of St. Bartholomew's, in 1818, I asked Mr. Vincent if he would 
allow me to treat his patients on a new plan, which* I explained to him. He ad- 
mitted that nothing could be well worse than the results of short splints and the 
bent positi3n, and that I might try. I had read a great deal of French surgery 
before I went to London, and was much struck by the neatness with which they 
treated their fractures. Not but that it was much too nice \jo be applicable gene- 
rally : so I set about reducing the methods of Besault and Boyer to the level of 
vulgar utility, for I have never used, if I could help it, any apparatus in a hospital 
which could not be had and used everywhere else. I took a well-padded splint, 
which reached from the foot to half-way between the trochanter and the crest of 
the ilium — not higher than the crest, for that is a mistake, any authority to the 
contrary notwithstanding. This I buckled round the pelvis with a broad tape, 
quilted with a narrow pad, or cat's tail. Another well-padded splint reached from 
the pelvis to the calf of the leg. Sometimes, if the limb was large, I put on a 
third narrow splint above. If the bone was broken in its upper third, I laid the 
limb on an inclined plane, as in the case of fractured patella. All this was, at 
that time, regarded as a novelty, and encountered some opposition, and more 
criticism. But another unheard-of appliance nearly raised a mutiny amongst the 
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19. — I ordered syr. ferri phosph. c 3j. thrice a day. The 
wound had nearly filled up, and was healing fast. 

Aug. 10. — The leg firm and straight, but shortened more 
than an inch. 

Necrosis of the tibia is so common that apology is due for 
introducing the following cases. It is essential, however, that 
the new bone should be strong enough to replace the old ere 
the sequestrum be removed ; and I have selected three, out of 
many, to illustrate this principle. 

XXXIII. — Removal of necrosed tibia delayed for want of 

a new bone. 

John Dodge, of Chagford, aet. 12, a scrofulous and weakly 
boy, had necrosis of the tibia, ensuing upon recent periostitis. 
The shaft had separated from the epiphyses, new bone had not 
formed, and the leg was only partially supported by the fibula. 
1 had splints applied, gave him tonics and a generous diet 
for some weeks, and sent him home to gain strength, and grow 
a new tibia. 

He had likewise disease of the humerus, close to the elbow- 
joint, which I feared might be implicated. During an absence of 
some months exfoliations were thrown off, and the arm got well. 

" Sisters." Guarding the ankle with a thick pad, I attached a bag with several 
pounds of sand. The cord, by which the bag was suspended, passed over a 
sheave placed in a stainchion, which stood in the front of the bed. Nothing earn 
succeed better than this mode, which I hare used ever since.' 

As far as I could learn, even the long straight splint was then unknown in 
town, although Mr. Fuge, of Plymouth, told me, long after, that he had used it 
(with a perineal cat's tail, I believe) ten years before myself. He had taken charge 
of French prisoners, and learnt it from their surgeons. 

If this splint approaches the axilla, as Liston directs, it hinders respiration, and 
will not set close to the thigh. If it rises above the ilium it restrains the motion 
of the body, which I preserve. My patient can sit on a shallow vessel. He can, 
when the weight has pulled him to the bottom of the bed, lift himself back again 
with his own hands. I get rid of the perineal band, which is irksome and nasty ; 
and as the patient can shift his place, and be safely moved from one bed to 
another, there is little risk of bed-sores. The ankle and the heel, however, inquire 
care. 

I introduced this method into the Devon and Exeter Hospital in 1841, but my 
colleague, Mr. James, had already invented a very ingenious apparatus with the 
same intent. In fractures of the upper third he combined it with Earle's bed. A 
model of this apparatus was exhibited in 1851 ; but an account of it had previously 
been published in vol. viii. of * The Trans ictions of the Provincial Medical Associ- 
ation.* I have kept to my own, because any village carpenter can make it, and 
because I tliink it requires less attention, which is important in the country, 
where the patient and his surgeon may live miles apart. Possibly there was 
another motive, of which I was hardly conscious : it was my own invention, and 
not another's. 
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A callus^ sufficient to replace the tibia, had also formed. 
The upper third of the dead bone lay exposed. The lower 
could be felt through sinuses. 

June 11, 1862. — I trephined the new bone, nearly half-way 
down, enlarged the opening upwards with bone forceps, and 
extricated one very large sequestrum, and several smaller. 
Then I reflected the skm on the lower third, trephined two 
inches above the ankle, enlarged with bone forceps, and drew 
out another large sequestrum. The integuments and the new 
bone at and below the middle were not touched ; but frag- 
ments were cleared out. The medullary artery, bleeding in 
jets, was stopped by a compress. 

Both cavities granulated and healed, except one very small 
fistula near the knee. This put him to no inconvenience, and, 
as his health was re-established, I considered him cured on 
September 21, 1862. 

XXXIV. — Necrosis of tibia — Operation postponed to grow 

a new bone. 

Charles Sim, of Brixham, set. 12, came to the hospital for 
necrosis of the tibia. As the new bone did not support the 
limb, I left the sequestrum, which was seven inches long, 
to serve as a splint, and postponed the operation for a twelve- 
month. By that time the leg was firm, and the necrosed bone 
lay exposed ; except towards the lower end, where, for three 
inches, it was bridged over by a sheet of new bone, covered 
with skin. 

July 20, 1867. — The skin was cut through, and the new 
bone chiselled away. The sequestrum was then taken out, 
but it required force. A smaller fragment, penetrating into 
the upper epiphysis, was drawn out. 

The leg required no artificial support. He was well fed, 
recovered his health, and went out on October 16, with the 
wound nearly healed. 

I have had cases like these, which I need not describe ; but 
the next shows how one may be deceived as to the sufficiency 
of new bone. 

XXXV. — Necrosis of tibia — New bone incomplete. 

George Davey, of Shobrook, set 13. The tibia, between 
the upper and lower epiphysis, died four months before, after 
acute periostitis. The upper half of the sequestrum was 
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bare^ the lower covered with skin and with new bone, as yet 
soft and flexible. The sequestrum was so engaged in the 
epiphysis, so propped by another sequestrum which lay behind 
it, and its lower end so bound down by skin and new bone as 
to render the leg quite firm. It was assumed, therefore, that 
the new bone was completed. But the shaft of the tibia had 
split lengthwise into two pieces, the outer and longer concealing 
the inner ; and, when this latter was taken out, the new case 
of bone was found so imperfectly ossified, that it could not be 
trusted to support the leg. 

November 23, 1867. — First I reflected the skin from the 
edges of the exposed half of the sequestrum, and then divided 
and reflected it from the lower half, and from the new bone. 
This new bone I chiselled ofl*. Then I trephined, and cut the 
sequestrum in twain, wrenching out first the upper half, and 
then the lower. Thus the posterior sequestrum was brought 
to sight. Where necessary it was gouged and lifted, smaller 
fragments were then taken out, as far down as the lower epi- 
physis. Nothing was known of this inner sequestrum until 
that in front had been removed. 

Several arteries were tied, but there was a disposition to bleed, 
and the wound was left open until the next day, when bread 
poultices were applied. As the new bone was imperfectly 
solidified, the leg was put in a Mclntyre splint. 

February 11, 1868. — The tibia was by no means firm at the 
upper epiphysis, so I sent him into the country for change 
of air. 

26. — His appearance had improved — ^he had evidently been 
well fed, as he had been in the hospital ; but as the tibia was 
no better, I ordered syr. ferri phosph. c 3 j. twice a day, and 
sent him back. 

April 6. — The bone was thoroughly united. He was ruddy 
and fresh, but the wound, though small, was foul, and the skin 
excoriated — indicating domestic neglect. I took him into the 
hospital again, and gave up the Mclntyre splint. He was 
quite well by the end of the month, treading firmly. The 
muscles are assuming size, shape, and power. A small indolent 
ulcer remains. 

Fistulous tracks, not depending on sequestra, will remain 
long after these operations. The patients are very indifferent 
about them, as they occasion little annoyance. 

Of the three following cases, the first has peculiarities of 
its own ; the second is not without interest ; and the last in 
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which the peroneal artery was tied, comprises an operation not 
frequently performed. 

XXX VI. — Ligation of femoral artery for secondary 

hemorrhage. 

Robert Perry, of Colyton, set. 55, came to the hospital with 
an oval tumour, rather less than a walnut, on tHe posterior 
tibial nerve, just above the ankle. Producing pain and numb- 
ness, it was supposed to be a neuroma ; but as its removal 
would have paralysed the foot, I temporised, directing iodide 
applications. Patient and nurse both insisted that it grew 
less. I did not think that, but it certainly did not increase ; 
so I sent him home, with directions to come up occasionally. 

Six months after he was sent up in haste, in consequence of 
profuse arterial haemorrhage. The tumour and coagulum now 
filled the space from the tibia to the fibula, distending the 
fascia, and lifting the tendo Achillis. I cut into it, and found 
a colloid cancer, connected with the periosteum of the tibia, 
and involving the posterior tibial tendon, the flexor tendons, 
the nerve, and the artery. It was agreed that I should ampu- 
tate above the knee. 

The amputation, which I devised some years since, was as 
follows : I took the principal flap from the front of tlie knee, 
as in resection, sweeping round the tuberosity of the tibia, and 
taking out the patella. Then I transfixed ; made a short flap 
out of the skin covering the ham ; divided, circularly, the soft 
parts at the condyles, and sawed the femur just above the 
epiphysis. Thus the two nerves and the popliteal vessels were 
cut through perpendicularly ; the bearing of the femur would 
be on its broadest section, and the stump faced by sound 
integument. 

My patient was a fine cheery old fellow, but he was sadly 
shaken. He had suffered repeatedly and severelv from gouty 
dyspepsia. He had lived hard ; sometimes working as a shoe- 
maker, sometimes as a fisherman, which he preferred ; drinking 
spirits whenever he could get them, and consoling himself with 
a young wife. 

The flaps, which were attached to each other by sutures, 
united at once — the upper flap covering the broad end of the 
femur admirably ; but, on June 6, a deep-seated tumefaction, 
not very hot, or painful, or defined, occupied Scarpa's triangle. 
A spirituous Goulard's lotion was applied, with diminution of 
size and redness. The ligature on the popliteal had not yet 
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separated when, June 15, a very formidable arterial haemo- 
rrhage gushed out by its side.* As the wound was healed, except 
at this spot, I would not reopen it ; neither, looking at the 
tumefaction, would I cut down on the femoral artery above 
the sartorius. So I tied the artery in Hunter's canal — as I 
had thrice before, successfully. Indeed I saw no practical 
objection. 

His stomach had been painfully flatulent since the amputa- 
tion, and so irritable that scarcely any food would stay. His 
urine, too, was loaded with purpurates. He was greatly ex- 
hausted by the haemorrhage, and his stomach became, if 
possible, more flatulent and irritable than ever. The stump 
never gave way, but a copious discharge, purulent and sanious, 
escaped alongside the ligature. After this the swelling in 
Scarpa's triangle subsided. It suppurated, I suppose, and the 
matter came down through the sheath of the artery. 

July 5. — There was cellulitis of the whole thigh. 

10. — This diminished, but erysipelas extended to the 
shoulders. This also subsided, and he so far recovered, after 
remaining for several weeks in a most critical state, as to be 
made an out-patient; with a stump of excellent form, and 
perfectly healed. 

I saw him March 21, 1868. He has an admirable stump, 
with a broad bearing on sound skin. He has not felt so well 
for years — which his appearance confirms. 

XXXVII. — Popliteal (diffused) aneurism — Ligation of 

fe^^oril artiry. 

William Thomas, of Ottery St. Mary, aet. 45, a fine active 
man, and young looking for his age, had a large aneurism of 
the popliteal artery, which was rapidly extending to the per- 
foration of the triceps. He ascribed it to a wrench of the foot 
three weeks before. 

December 15, 1866. — I cut down upon the femoral artery, 
and tied it just before it passed under the sartorius. 

Nothing noteworthy occurred. The ligature came away on 
the thirteenth day. In five weeks the aneurism had entirely 
disappeared. He got up, but made too free. There was 
swelling, and hardness down through the canal of Hunter, as 

♦ In this article, and elsewhere, I hare spoken of tying the popliteal artery. 
Although quite justifiable under circumstances, yet, on the whole, I find the liability 
to haemorrhage greater. But generally I tie the femoral artery as near the sar- 
torius, whether above or below, as I am able ; for all which sufficient anatomical 
reasons may be given. 
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though the sheath was full and tense ; but not much pain or 
much heat. He was rather feverish. A Goulard poultice 
was laid over the artery. Suppurated slowly, and the matter 
finding its way upwards was discharged at the lowest point of 
the incision, where it had not quite healed. After the suppu- 
ration was established, the course of the swelling was smeared 
with ung. plumbi iod., and linseed meal poultices were applied. 

March 10, 1867. — The discharge had ceased, the wound had 
healed, and the sweUing was gone. 

20. — He was again allowed to get up and move about the 
ward with greater care. 

He was discharged quite well. He has left this part of 
England, and I have heard no more of him. 

XXXVIII. — Ligation of the peroneal artery. 

Daniel Baker, of CuUompton, aet. 2S^ a healthy labourer, 
was wounded, whilst mowing, by a scythe, which was unusually 
sharp and narrow. It entered transversely, cutting the in- 
teguments between the lowest points of the bellies of the 
gastrocnemius, and penetrated up through the calf of the leg 
to the ham. Severe arterial haemorrhage had been controlled 
by a tourniquet ere he was sent off to the hospital. My first 
impression was that the posterior tibial artery was wounded ; 
but the sole of the foot preserving its sensibility showed that 
the nerve had escaped. I found also that the soleus was not 
cut through. 

June 27, 1866. — I passed a female lithotomy staff as a 
director nearly up to the head of the fibula, kept it towards 
the outer side of the leg, and slit open the wound. The pos- 
terior tibial artery had escaped, but the peroneal was wounded 
two inches below its origin. This was tied. The man had 
lost a great deal of blood, and was very faint, yet whenever 
the tourniquet was slackened profuse venous haemorrhage fol- 
lowed. I could not find the orifices of these veins (for there 
seemed to be several in a deep hollow), but they probably 
belonged to the posterior tibial artery. The man's condition 
becoming critical, I filled the wound with graduated com- 
presses, and secured them by fillets buckled round the leg, 
tighter below over the bleeding veins than above. I could 
thus make more pressure than with a many-tailed bandage, 
and, in case of need, could take off the apparatus more readily 
than if I had used a roller. 

The patient was very exhausted, and for some time required 

VOL. IV. I 
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Btimulaiits. When pus and sanies^ with the usual foetor, 
appeared^ the fillets, except the lowest, were unbuckled, and 
the outer compresses lifted gently off. In a few days the rest 
separated without any bleeding. The cavity filled with gra- 
nulations, the divided muscle reoccupied its place, the wound 
healed, and he has as good a leg as ever. 

That an incapacity for menstruation should consist with 
female health is a strange fact. In two of the three following 
cases of wombless women the defect was congenital. 

XXXIX. — Removal of the womb hy ligature. 

About nine years since I removed the womb by ligature. 
In the ^Address in Surgery' of 1860, 1 gave this case very 
circumstantially. The main facts were that the patient was 
21 ; that it was her first labour ; that she was delivered while 
standing ; that the midwife tugged at the navel string ; that 
the womb was everted; and that she nearly bled to death on 
the spot. After many months, when she was utterly exhausted 
by recurring haemorrhage, I tied the womb with Gooch's 
canulse. 

As I was going into the operating room, the nurse, a worthy 
old woman and a favourite, said, ^ Please, sir, if you take out 
her womb, I suppose she can never have her courses again, and 
if so, what then ? ' I replied, ^ Nurse, if I do not take out her 
womb, she may die before night. If I can, I will save her life 
now. That is my present thought I cannot look beyond that.' 

After all manner of perils she made a thorough recovery. 
Of course she has never menstruated since, but when I saw 
her, three years after, she was in good health and good spirits. 
I know that she was perfectly well several years after that. 
Her whole aspect is feminine, her complexion is fair and 
delicate, as it always has been, but in no wise chlorotic. She 
walks with her young man like any other servant girl ; she 
cares nothing for the loss of her womb, which seems to have 
produced no other effect, moral or physical, than the cessation 
of her menses. That is the answer to the nurse's question, ^ if 
so, what then ?' 

XL. — Deficiency of the womb ^malformation. 

About four years ago a very delicate young woman, aet. 25, 
evidently in declining health, came under my charge at the 
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iiospltal. She told me she had been left an orphan (I believe 
one at least of her parents had died of consumption), that she 
was delicate, and had not been able to retain her water like 
stronger girls; but that she had been brought up carefully, 
was now the mistress of a national school, and had married 
at 23. She then added that coition had from the first been 
accompanied by pain, which instead of diminishing, as she 
expected, had increased, until she could not bear it ; and 
that her urine escaped from her involuntarily. • She and her 
husband, who were reputed to be very worthy young people, 
and a most attached couple, were greatly distressed, as they 
well might be. I learnt then also that she had never men- 
struated. 

Her pudenda were perfectly natural. About three inches 
up the vagina there was a sudden narrowing, like a . stricture. 
Its circular edge was soft, and the orifice sufficiently open to 
admit the finger ; but it could have been easily dilated to a 
greater extent. It exerted a gentle compression. 

This was the sphincter, and beyond it was the bladder. 
There was no trace of a womb. 

I told her that sexual intercourse must cease for ever. She 
was much grieved on her husband's account ; of whose regard 
for her she spoke with genuine feeling. I recommended tonics, 
and she went home. 

I heard nothing of her until lately, when she and her hus- 
band called on the nurse. They appeared a fond couple still. 
Her health was restored ; and the incontinence of urine not 
worse than when she was a child. 



XLI. — No womb — congenital defect. 

I was consulted in the case of a lady's maid, aet. 40, who, 
previous to the last six weeks, had enjoyed excellent health. 
She was a neat little figure, a brunette, must have been 
pretty, and was young looking for her age. She had a swollen 
knee, and flying rheumatic pains, for which she could not 
account, but she was chiefly harassed by an irritable bladder. 
Micturition was frequent, scarcely to be restrained, and pain- 
ful both at the time and afterwards. She had used a hip- 
bath and opiate fomentations with partial relief. I was to 
ascertain if a urethral wart or a calculus occasioned her 
distress. 

Her urine had always been apt to escape when she coughed, 

I 2 
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but she had not been subject to leucorrhcEa, and she never 
menstruated. 

The external appearance of the genitals had nothing peculiar. 
The pubes and the labia were natural ; the glans of the 
clitoris and the nymphae were fully developed ; but I could 
not find the urethra. 

The vagina was such as might be expected in a virgin, 
except that there were neither transverse rugae, nor hymen, 
nor caruncul», nor fossa navicularis. It opened abruptly, 
just in front of the perineum. It admitted the finger, which, 
when it had penetrated somewhat less than three inches, came 
upon a dimple. This yielded, circularly, on gentle pressure, 
and the finger entered the bladder. As it was withdrawn the 
sphincter closed again. The bladder was not set on obliquely 
like a womb ; but quite at the end of a canal, which was no 
vagina at all. It was simply a preternatural urethra applied, 
as in the male, against the rectum. There was not the slightest 
trace of an os uteri or cervix — neither could any womb or 
corresponding body be felt from the bowel. 

She told me that, some years before, she had been engaged 
to a young man, who died. Spoke of him, as a woman should, 
tenderly and regretfully ; but did not aflfect to represent her 
love for him as Platonic. 

Judging from these cases, the menstrual discharge is not 
necessary to the health of a woman who has no womb. In 
the intervals between one pregnancy, or lactation, and another 
it would appear that the presence of a womb has a special 
and accumulating influence on the constitution ; and that it 
is thus the organ which, by its own periodical discharge, affords 
that relief to the whole frame, of which it has itself created 
the necessity. 

It IS the womb alone, and not the whole generative apparatus, 
or, indeed, any other part of it. Looking at their personal 
appearance, their views, manners, and habits, and their womanly, 
albeit their correct and estimable feeling towards the men 
they loved, I believe the subjects of the cases XL. and 
XLI. to be real women — saving their wombs. If it be con- 
tended that their ovaries may likewise be wanting, I can only 
reply that, in case XXXIX. the generative system was 
undoubtedly complete, for that woman lost her womb, and 
nothing else, after bearing a child ; and yet she is as healthy, 
without menstruation, as the two others, who never had a 
womb. 
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The following case presents such rare incidents^ that I 
should ill convey my own impression were it embodied in a 
simple sketch, 

XLII. — Ruptured bladder. 

Thomas Small^ of Exmouth^ aet. 28^ a mason, a strong and 
healthy man, was thrown down violently in a scuffle. His 
bladder was probably full, as he had been drinking. Instantly 
pain and a desire to make water were urgent. He tried, but 
could not. A catheter, next morning, only drew off a few 
drops of bloody urine. In the afternoon he was sent up to the 
hospital. 

He was in great distress. The abdomen was swollen from 
the pubes to the epigastrium. The swelling was diffused ; not 
rounded and defined, as in distended bladder. There was 
no tympany anywhere, but fluctuation everywhere ; yet there 
was no swag, as in ascites. It was clearly a stratum of some 
depth, underlying the abdominal parietes. He could lie on 
his back, or on either side, without increase of pain ; but bent 
his legs, on account of the distention. He did not wince on 
pressure. I concluded that the bladder was ruptured outside 
the peritonseum. 

January 7, 1868. — At 4 p.m., I cut through the linea alba 
for two inches, from the brim of the pelvis upwards, and 
nicked the pyramidalis on either side. I found a large pouch 
behind the symphysis. The urine welled up from it copiously 
— ^for therein were extravasated the contents of a full bladder, 
and the subsequent secretion of twenty hours. It was simple 
urine, slightly tinged with blood, of which small clots came 
away in the catheter. 

9. — The pain and excitement were diminished. The urine 
flowed off freely ; he was directed to lie prone, at times, to 
favour its escape ; and to take effervescing salines and 
diluents. 

10. — Urine abundant. To omit the salines, which purged. 
Pulse and tongue feverish. Fluctuation scarcely perceptible. 
A bread poultice on the wound. He was removed to a sepa- 
ration ward for quietness. 

11. — All fluctuation had ceased. Erythema of abdomen 
and flanks. Two or three ounces of urine, with a little blood, 
passed through the penis from time to time. To lie on water 
pillows. To have 8 oz. of sherry daily. 

12. — The erythema had subsided. There was no tenderness 
of the abdomen. The pulse 90, and the tongue clean, as 
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indeed it continued to the last. Troublesome cough. Draining 
tubes were passed into the pelvis. 

13. — The wound looked rather sloughy — I believe it was 
only soiled lymph. The urine passed through the urethra, 
generally ; at times through the wound. 

14. — Pulse and tongue right in the morning. The cough 
continued, with pleuritic sounds. The flow of urine decreased, 
but without any indication of collecting behind the peritonaeum. 
At 9 P.M., I learnt that he had had severe rigors, and the 
right pleura was full of fluid. The pulse small, and 110. 
He was, however, perspiring, and the urine increasing. He 
wished to have a catheter passed several times a day. I con- 
sented — but not that it should be passed home, lest it should 
re-open the bladder. To take bicarbonate, acetate, and nitrate 
of potass in small and frequent doses, with pulvis Jacobi 
verus. 

15. — The breathing was easier, the cough better, pulse 96. 
At 9 P.M., he had slight pneumonia of the left side ; pulse 110. 
I ordered of pil. ipecac, c scill& ten grains during the night, 
and epithems of turpentine and mustard occasionally. 

17. — Cough better, sputa less rusty, pulse 106. Urine 
again flowed freely from the wound. He was placed on a 
Mcintosh sheet, with a funnel through the bed, and directed 
to lie on his face, when he could. At 9 p.m., he complained of 
excoriation on the scrotum. His bladder to be kept empty by 
a flexible catheter. The James's powder was discontinued, 
and the potass doses reduced to every eighth hour. Pulse 100. 
The cough was much relieved, and he felt better. His bowels 
hitherto had been assisted by glysters, but this day he passed 
solid stools. 

20. — When I came this morning I found that a quantity of 
sloughy matter had been drawn out from behind the sym- 
physis. I did not see these sloughs — they had been thrown 
away. The peritonaeum was projecting through the opening in 
the linea alba, which had been much enlarged by the traction 
of the abdominal muscles; but this exposed peritonaeum had 
not inflamed — ;it only showed a healthy reparative vascularity. 
This evening there was considerable venous haemorrhage, ap- 
parently from the left side of the pelvis. The bleeding spot 
could not be seen. The salines were omitted, and gallic acid 
given frequently. Porter was ordered, and port wine instead 
of sherry. 

23. — He disliked the porter, and had ale instead — a west- 
country prejudice. His allowance of eggs and boiled meat 
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was increased. A lump of plastic material appeared behind the 
symphysis ; and the edges of the wound were varnished with 
lymph. 

23. — His chest was well; but severe venous haemorrhage 
had recurred several times.* I was shown more than a pint of 
blood, which gushed out in no time. I was told pressure on 
the pubes stopped it, but I thought it came from some vessel 
deep in the pelvis — it might be from the left obturator vein. 
As the loins were irritated by the urine a flexible catheter was 
kept in the bladder, and a drain-tube in the wound. As this 
tube was always getting out of place, and was no siphon after 
all, I passed a skein of thread through it, tied a bit of sponge 
to one end, which I put into the wound, and brought the other 
end into the funnel, which went through the mattress. Its 
capillary attraction sucked up the urine, and discharged it 
pretty well. 

24. — No haemorrhage, no pneumonia. I ordered a pint of 
"Wine daily and any dainty animal food which he could relish, 
for he was getting low ; yet the bulging peritonaeum still thick- 
ened and became more vascular, as if about to granulate, but 
all th6 rest of the lymph was gone. 

25. — Another great gush : his strength was failing fast. I 
had never seen any of these bleedings, which lasted but a few 
seconds. Dr. Huxley was sure that pressure at the root of the 
penis arrested them ; so were the nurses, who watched inces- 
santly. I concluded it was so, without understanding why. 
A bag of ice was therefore applied, but not near the peritonaeum. 
I could not be persuaded that such violent haemorrhage derived 
its blood from the vena dorsalis penis. Traces of coagula had 
already led me to suspect the left obturator vein; so, that 
evening, I passed my finger down, and made out the obturator 
fasciculus for more than an inch. I felt the artery throbbing 
distinctly, but no aperture or clot in the vein. If I had, I 
could and would have tied the whole close to the thyroid fora- 
men with Weiss's aneurismal needle. The periosteum was 
detached from the ossa pubis all across. 

26. — An ounce of blood was lost this day. He was very 
weak, and as his appetite was gone the gallic acid was changed 
for nitro-muriatic acid and quinine. 

* Dr. Huxley says in his note : ' Venous haemon'hage, to the extent of up- 
wards of half a pint, occurred while the patient was being lifted from the bed, and 
again in the evening, when coughing, to a still more alarming extent— between 
two and three pints having gushed from the wound in the course of a few minutes.' 
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27. — No bleeding. He liked his quinine and acid. Pulse 
120. Tongue slightly brown, the only time. 

28. — Tongue clean again. He was exhausted, and had lost 
heart, praying it might be over soon. He took his wine and 
two ounces of brandy (which, indeed, he had taken all along, 
except during the pleurisy and pneumonia), and his ale when 
he could. A bed-sore on the sacrum was imminent. 

29. — A deep bed-sore. There was another feeble attempt 
at granulation, especially on the protruding peritonaeum. 

30. — I found him dying. There had been no urine secreted 
for some hours. He died in the middle of the day. The peri- 
tonaeum remained whole to the last, still slowly thickening, and 
attempting to repair itself, when reparation had ceased every- 
where else. 

Dr. Huxley has kindly furnished a note of the examination 
of the body. * Autopsy twenty-two hours after death. On a 
crucial section of the abdominal walls being made, no trace of 
peritonitis was found. Even under the exposed surface of the 
peritonaeum there was neither lymph nor adhesion. The bladder 
and the portions of the peritonaeum right and left of it were 
found completely stripped from the anterior portions of the 
cavity of the pelvis ; the urine having formed a large sac be- 
tween the peritonaeum and pelvic bones, extending outwards 
beyond the external margins of the obturator foramina, and 
downwards as far as the tubera ischii. An irregular rent in 
the anterior wall of the contracted bladder, of the size of half 
a crown, communicated with this sac. The back and crests of 
the pubic bones were denuded of periosteum. Stretching across 
the sac, and forming a fold, were seen the obturator vessels on 
the left side, and in the vein was an ulcerated opening* two or 
three lines in breadth.' 

I so nearly saved him that I am hardly reconciled to my 
failure. He was a brave man, who rendered me every assist- 
ance by his calm endurance of mortal suffering. It is easy for 
me, now that I review the case, to speculate on tying the 
obturator vein ; but should I have been justified in searching, 
through a cleft above the pubes, for some vein or other, some- 
where or other, at the bottom of the pelvis ? I had indeed 
guessed the vein, but it was only a guess. I found it ^vith its 
nerve and its artery (both of which I would have included in 
the same ligature without scruple), but I did not detect the 

* This ulcer was probably larger than when I examined the vein six days 
before. 
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ulcerated spot I was seeking. The evidence of those who were 
present rather pointed to some other vein as the bleeding vessel. 
Above all, could I have reached the obturator vessels until the 
lymph were absorbed or washed away, and the periosteum and 
peritonaeum clean gone from the pelvic bones ? Yet to prolong 
life I would have done it even then, if assured of the source of 
the haemorrhage ; but that I had to learn after the event. 

EXPLANATION OF PIxA^TE I. 

Diagrams illustrating amputation of the finger by swallow-tail flaps. 
(Case II.) Fig. 1. Front view. Fig. 2. Back view. 

Fibro-cystic tumour on the patella. (Case XXII.) Fig. 3 is lithographed 
from a photograph of a plaster-cast. It likewise represents the tumour of 
Case XaIII. sufficiently to make the description intelligible. 

Fig. 4 contains the plan of the incisions tor renioving a floating cartilage, 
with attachments, from the knee. (Case XXIV.) The full line represents 
the first incision, when the skin was drawn up. The fine line gives the 
position of the flap when the operation was completed. The hollow lines 
indicate the cuts into the joint The cartilage is shaded. Full size. 



Article VII. — Cases of Herpes Ophthalmicus. 
By BowATER J. Vernon. 

IN the recent works on diseases of the skin very little atten- 
tion is drawn to the importance of this variety of herpes, 
while in more than one no allusion to it whatever is to be met 
with. Indeed almost the only good account of this curious 
complaint is to be found in a paper published by Mr. Hutchin- 
son in the * Ophthalmic Hospital Reports/ * 

Mr. Hutchinson's paper is based upon the observation of a 
considerable number of cases which had come within his own 
knowledge, the majority of which had been under his own care. 
Since its publication I have met with six or seven similar cases 
at St. Bartholomew's, in addition to several at the Moorfields 
Ophthalmic Hospital, which seem to afford some ground for 
comparison. It must be allowed, then, that the disease is more 
common than one would suppose from the little attention it has 
attracted. It is not a little remarkable, too, that at least four of 
my cases came under my observation within a few days of each 

* Part iii. vol. 6 
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other, at a time when the weather was very severe, and that 
since that time, a period of several months, no similar cases have 
been met with. With regard to the frequency with which 
such cases occur it would be well to draw attention to the 
classification of the diseases of the cornea which Professor 
Stellwag* has adopted, and which, so far as I am aware, is en- 
tirely his own. A very large number of the cases which are 
every day to be seen at our ophthalmic hospitals, and which 
are termed phlyctenular ophthalmia, or pustular ophthalmia, or 
again strumous ophthalmia, should, according to the above dis- 
tinguished authority, be considered as cases of ^ herpes of the 
cornea,' and in very many instances the term seems a very 
good one aJs being very simple, and because the phenomena 
attending the occurrence and progress of these ophthalmias 
correspond very closely with those which accompany the erup- 
tion of herpes elsewhere — the severe smarting pain, the for- 
mation of vesicles on the cornea or conjunctiva, the increased 
flow of tears, the congestion of the ciliary vessels, and the 
extreme intolerance of light in many cases, all pointing to some 
disturbance of the fifth nerve, in all probability its ciliary 
branches being those especially implicated. The appearance 
of these ophthalmiae in children with several forms of vesicular 
and pustular eruptions about the face is a matter of every-day 
observation. 

According to this view the cases published by Mr. Hutchin- 
son, as well as my own, would be regarded only as the more 
severe and more rare examples of a very common disease. In 
investigating my own cases I have borne in mind the points 
upon which stress has been laid by Mr. Hutchinson, and 
especially the diagnosis between the disease and erysipelas, 
the limitation of the eruption to certain nerve territories, and 
the unexplained fact that the eye itself is only involved when 
the eruption appears in the track of the nasal branch of the 
fifth nerve — at least one of my cases affords an exception to this 
and another seems to show that nerves of sensation are not the 
only nerves which suffer, inasmuch as a motor nerve, the third, 
was undoubtedly affected, so much so as to materially interfere 
with vision, and though frequent examinations were made and 
no structural changes in the fundus were recognised it is pro- 
bable that some changes were taking place. 

♦ * Treatise on the Diseases of the Eje.* American translation. New York, 1868. 
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Case I. — Herpes of the Frontal^ Lacrymaly and Trochlear 
branches of the Ophthalmic division of the fifth Nerve on the 
left side, 

* 

H. G., aet. 22, a shoemaker from the Barbican, came to St. 
Bartholomew's February 29, 1868. He said that he had been 
very well until five days previously, when he felt a stinging 
pain in his forehead, and then some * spots broke out ' where he 
felt the pain, * in the corner' of his eye, on the left side of his 
forehead, and lastly some few appeared on the outer half of his 
upper eyelid. As soon as the eruption had fully made its 
appearance he had no more pain except when the skin was 
touched. He did not feel very ill and had been able to do his 
work without interruption. His vision was perfect, and except 
some conjunctival redness the eye was not implicated. 

The eruption of vesicles had apparently followed the direction 
of the frontal nerve, and a group of a similar character had 
made its appearance at the angles of the. eyelids ; both eyelids 
were swelled, as was also the cheek, but there were no vesicles 
on the lower eyelid, cheek, or nose. The skin of the forehead 
and the scalp on the right s de were red and tender; the 
vesicles contained clear or milky fluid and were closely clus- 
tered together with bright red bases, and very painful when 
touched or exposed to the air. 

The treatment consisted of cold lead and opium lotions to 
the face, and quinine administered internally. He made a rapid 
recovery. 

Case II. — Herpes of the Frontal^ Lacrymaly and Trochlear 
branches of the fifth Nerve on the left side. 

A. F., jet. 76, a feeble old woman, came to the Hospital^ 
March 11, 1868; she had once attended at the Surgery on 
account of some cutaneous affection about her arms and hands, 
of which she was soon cured, and had felt quite well till five 
days ago, when she had some earache and smarting pain over 
the left side of the forehead and temple, and very soon after- 
wards an eruption appeared over the painful parts. 

When I saw her the left side of her forehead was covered 
with the characteristic vesicles of herpes, most thickly scattered 
over the frontal nerve and radiating from this like the branches 
of a tree. The skin between the vesicles was red, cedematous, 
and very tender. The upper eyelid was covered with the erup- 
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tion; the lower lid was very puffy and swelled but was entirely 
free ; the upper and inner part of the nose was dotted with 
brown crusts, the result of A-ied-up vesicles, but the tip of the 
nose was quite free. The eyesight was perfect, and the eye 
itself was not at all affected. 

This patient did not return to the Hospital. 



Case III. — Herpes of the Frontal and Trochlear branches of 
the fifth Nerve on left side, with Ulceration of the Cornea, 

A. C, 9Bt. 22, a dressmaker, came to me at St. Bartho- 
lomew's on February 11, 1868, on account of some swelling 
of the left upper eyelid which had existed for two or three 
days. There was no very apparent cause for this, and no 
particular attention was attracted to it. On the 14th, three 
days later, when she came to the Hospital, an eruption of 
small transparent vesicles with bright red bases had taken 
place along the course of the frontal nerve, a small crescent of 
similar vesicles covered the inner half of the upper eyelid, 
and a large cluster was situated at the inner canthus. The 
lower eyelid was puffy, but it was free from eruption, and no 
vesicles were to be seen on the cheek or nose though a close 
examination was made for them. She had no severe pain, and 
did not feel ill, but her face felt * hot and irritable.' 

A cold lotion containing belladonna was ordered for the face, 
and sulphate of magnesia with quinine was given internally. 

At her next visit, February 18, she complained of much pain 
in the eye: the conjunctiva was inflamed, and there was general 
congestion of the tunics of the eyeball, the cornea was hazy, 
and her vision with this eye was much interfered with. 

Warm belladonna fomentations were ordered, and the saline 
aperient was discontinued. 

In the next few days very much of the congestion of the 
eye was relieved, but a small depressed ulcer of the cornea was 
observed, with greyish borders and some new bloodvessels 
stretching towards it from the conjunctiva. 

At this time all her pain had left her, the eruption had dried 
up, and no fresh vesicles had appeared anywhere. The ulcer 
of the cornea healed very rapidly with the employment of 
atropine drops and quinine in moderate doses, and in a week 
there was hardly any trace left of its presence. 
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Case IV. — Herpes on the left side of the Forehead, with Iritis 

and greatly impaired vision* 

J. S., set. 32, a stout,, healthy looking man, a discharged 
soldier, came to the Moorfi elds' Hospital June 5, 1867, and 
complained of an eruption on the left side of the forehead, and 
severe pain and loss of vision with his left eye. The conjunctiva 
was inflamed, and the ciliary vessels were much congested ; the 
cornea was brilliant and natural, but the iris was discoloured, 
its structure was confused, and 4he pupil was small and irre- 
gular ; oblique illumination showed considerable synechia, and 
a solution of atropine (gr. iv. ad ^j.) produced very little 
alteration in its size. The vision of this eye was much impaired 
so that he could only read very large letters. (Snellen XX.) 

The left side of his forehead and the left upper eyelid were 
pitted with red scars, like those of small-pox ; those on the 
forehead were limited by the mesial line and did not extend 
to the other side. There were several of these on the left side 
of the tip of the nose, but both the cheek and the lower eyelid 
were perfectly free. 

The skin between the depressions was 03dematous and very 
tender, and he had very severe pain of a neuralgic character 
over the left side ef the forehead and the left temple. The 
depressions themselves were very decidedly deficient in sensa- 
tion when compared with the neighbouring parts. 

He was discharged from the army on account of the loss of 
an arm, and had always been strong and well. Since leaving 
the ai'my he had been for seven years a night watchman ; when 
on duty a month ago he was suddenly taken very ill, and 
suffered very severely from pain in his forehead and over the 
left side of his head, and very soon after this his forehead 
became * covered with a rash.' At this time his pain became 
more severe during several days, and at the end of a week 
from his first feeling ill his eyesight failed him, and his eyelids 
became very much swelled. He had regular medical attend- 
ance, and under treatment his pain almost left him, and the 
^ rash dried up,' and he came to the Hospital on account of his 
failing vision and occasional return of neuralgia. 

Belladonna fomentations relieved his pain, but the condition 
of the pupil remained unaltered. The ciliary congestion was 
removed and his vision improved somewhat, but he remained 

* This case came under my observation when I was Clinical Assistant to Mr. 
Wordsworth at the Boyal Ophthalmic Hospital, Moorfields. 
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liable to severe attacks of neuralgia over the forehead, and lacry- 
mation with ciliary pain. 

After June 26, he ceased to attend. 

Case V. — Herpes of the branches of the Ophthalmic division 
of the fifth Nerve on the right side, with partial Paralysis of 
the third Nerve on the same side. 

H. D., aet. 53, though much older looking, a philosophical 
instrument maker, came to St. Bartholomew's March 3, 1868, 
and gave the following account of himself: He had been 
travelling during the late severe weather through the south 
of England in search of work, and about a month ago, after 
being much exposed, he was seized with a smarting pain in his 
forehead and in the right side of his head ; this was followed by 
an eruption over the painful parts and so much swelling as to 
close his right eye. 

He came back at once to his home at Clerkenwell, and as 
long as his means allowed it had had medical attendance at home. 
He was told he had erysipelas. 

The right half of his forehead and of the scalp, for the hair 
had been shaved off, was (Edematous and disfigured by a large 
number of scars or pits, scattered irregularly, but much more 
thickly clustered over the eyebrow than elsewhere. The 
upper eyelid and the right side of the tip of the nose were 
marked in the same way, but the lower eyelid though swelled 
was quite free. In no instance had the scars appeared on the 
left side of the mesial line, and they were limited on the scalp 
to the part anterior to a line drawn across the head from behind 
one ear to the other. The scars were of a deep red colour, .the 
skin between them being congested and oedematous, and exceed- . 
ingly tender, while the scars themselves were almost wanting 
in sensation when touched with the point of a pen. At times 
he suffered intensely from neuralgic pains which never occurred 
to him before this present attack of illness. 

The right eyelid drooped, and the eye was to a slight extent 
divergent, owing to very imperfect power over the internal 
rectus muscle ; the pupil was irregular and rather dilated — ^it 
was very sluggish, but apparently free from adhesions. He 
complained of loss of vision with this eye ; but with a very 
careful examination of the fundus with the ophthalmoscope 
I could not detect any structural changes ; his vision was 
considerably impaired, but it was improved by the use of a 
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perforated card, and closing the left eye. He could read nothing 
smaller than Snellen XII. 

He had always been an active and healthy man, with the 
exception of pains about his limbs occasionally in winter, which 
seemed to be rheumatic. As he seemed much broken in health 
he was admitted into Pitcairn Ward under Mr. Holden. He was 
an inmate of the Hospital for some weeks, and his general health 
was almost restored, though for some time his sufferings from 
neuralgia were extreme. These were at last relieved by the in- 
ternal administration of quinine with the employment of aconite 
liniment and subcutaneous injections of morphia inj;he temple. 

The state of the eye remained almost unchanged, except 
that the ptosis became much less apparent ; the divergence still 
persisted, and the eye was practically of very little use to him, 
though repeated exiaminations with the mirror revealed no very 
decided cause of amblyopia. 

It is probable that cases of this kind have often been mistaken 
and considered as cases of erysipelas, but with ordinary care 
there should be but little room for such an error of diagnosis, 
at least in the more typical and less severe instances of the 
kind. In the last of the cases mentioned in this paper, by far 
the most severe one, and in which swelling was a very pro- 
minent feature, it seems that the mistake was made ; and yet 
the eruption, so characteristic of herpes, and so different from the 
bullae of erysipelas in their size, their number, and above all in 
their arrangement according to some definite plan — an arrange- 
ment which generally coincides very closely mth the ramifica- 
tions of certain nerve branches — and their limitation to one 
spot would have been sufficient to point out the true nature of 
the case. My cases do not bear out the observation of Mr. 
Hutchinson that old people are more liable to be affected than 
the young. In every instance the eruption was limited to one 
side ; in four of my cases the left side was the one affected, 
and the mesial line was never transgressed ; the branches of 
the fifth nerve which were most severely implicated, were the 
frontal and trochlear, and to a less extent the lacrymal. In 
every case the upper eyelid was affected, but the cheek and 
lower eyelid invariably escaped any eruption, though generally 
tender and oedematous. 

The first and second cases call for no special notice, as 
being ordinary but well-marked examples of the disease. The 
third of the series was to me one of the highest interest, as it 
afforded me an opportunity of watching its different stages. 
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Swelling of one or both eyelids is so common an attendant on 
trivial eye-affections, that in this instance there was no reason 
to suppose it would usher in the remarkable train of symptoms 
it did. The eye itself did not inflame until the eruption was 
beginning to decline, and the occurrence of mischief to the eye 
itself without any affection of the nasal branch of the fifth 
nerve is an exception to the rule which has been suggested by 
Mr. Hutchinson, that the two phenomena are closely dependent 
on each other. Still, on the whole, my cases support the 
observation, for in the two first cases the nasal nerve was not 
involved, aj;id the eye escaped, and in the two last the nasal 
branch suffered with its fellows, and there was severe damage 
done to the eye itself. 

It would seem that neuralgic pains of a very severe kind are 
a characteristic feature, and with them a very decided anaes- 
thesia of the scars themselves, no doubt owing to the destruc- 
tion of the skin. The connection between the nasal nerve 
and the nutrition of the eyeball must be by means of the 
ciliary ganglion, and this being so, it is probable that though 
the stress of the mischief may fall upon the cornea or upon 
the iris yet the disorder is much more widely felt, and it is 
Only reasonable to expect that there would be great impair- 
ment of vision. Thus, in Case IV., though the iris seemed 
to be the principal seat of inflammation, there were probably 
much more widely-spread changes; and in the last case, 
which was in every way the most severe of all, it is almost 
certain that the amblyopia was due to nutritional changes 
in the nervous coat of the eye, although I could not be cer- 
tain of their existence with the ophthalmoscope. This last 
case has one very important feature of its own, that the 
motor nerve of the eye was affected at the same time as the 
fifth. The partial paralysis of the levator palpebrae and of the 
internal rectus muscles was not to be mistaken : it may be that 
this was only a curious coincidence, and that it had no immediate 
connection with the herpes of the sensitive nerve supplying the 
same parts. Paralysis of one or two muscles of the eyeball 
occurring to elderly people, especially when liable to rheu- 
matism and exposed to weather and fatigue as this patient was, 
is exceedingly common, but so far as I am aware has not been 
found to be associated with an affection of the sensitive nerve 
branches at the same time. 
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Article VIII. — On Lithotomy and Lithotrity, 

By Holmes Coote. 

THE amount of suiFering caused by the presence of a stone 
in the bladder varies considerably : much depends on the 
temperament of the patient ; much more on the size, weight, 
form, and comparative smoothness of the stone ; much also on 
the fact of its being encysted, embedded in the ureter, or 
otherwise rendered immoveable ; but under all circumstances 
its presence is a source of inconvenience, often of absolute 
agony to the patient ; while to the surgeon's mind it presents 
the probability of a train of pathological events which must 
terminate, if unrelieved, disastrously to the patient. 

No wonder, then, that so much has been written on the sub- 
ject, so many schemes devised and instruments invented for 
the removal or destruction of this hard and irritating body. 
Chemical analysis has enabled us to ascertain the source 
whence the material is derived and in many instances to put 
a check on its increase ; but still the fact remains the same, 
that in a certain number of cases, we have to deal with 
it as an urinary concretion within the bladder, whence its 
removal n.ust be effected with as little risk to the patient as 
possible. 

The following communication does not profess to be a resum^ 
of that which has been written on the subject, but rather to 
show the general experience which has been gained during the 
last twenty-five years at St. Bartholomew's Hospital. The 
enquiry also involves the interesting question how far either 
human suffering or life has benefited by our modern methods 
of operating. 

In opposition to the opinion of an eminent authority who 
believes that calculi may form primarily within the cavity of 
the bladder ^ by the aggregation of some sabulous matter, around 
and upon which fresh deposits take place until a true calculus 
is formed,'^ I see no reason to question the more generally re- 
ceived opinion, that the nucleus is first formed within the 
lobular structure of the kidney. Its minute size, compact 
character, and usually simple composition is constant ; while the 
surrounding layers, of various hues, which indicate its subse- 
quent enlargement by concentric superposition, point to a some- 

* * Science and Art of Surgery,' by Erichsen, p. 372. 
VOL. IV. K 
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what different condition, such as would be produced by increase 
within the cavity of an irritated bladder. There are many 
specimens which show numerous small calculi within the 
kidney ; also many cases on record in which small calculi drop 
during life from the kidney into the bladder from year to year, 
attended with symptoms which the patient himself recognises 
and explains on this supposition only. There are also instances 
of a single calculus with a double nucleus formed by the early 
aggregation of two distinct deposits. These, however, are not 
matters of immediate surgical importance. 

Respecting the chemical composition of calculi, by far the 
greater number consist of a nucleus of lithic acid with concen- 
tric layers of lithic acid and of phosphates. But the catalogue 
of the Museum of St. Bartholomew's Hospital would give no 
true estimate of the relative frequency of such calculi, so many 
are thrown away or used for various purposes immediately 
after operation. The * calculus of infancy ' is lithate of am- 
monia. Next to the lithates in frequency comes the oxalate of 
lime calculus, rough, heavy, and compact, and usually a source 
of great bodily suffering, the patient's health being otherwise 
good. Yet a large oxalate of lime calculus may form in the 
bladder without pain. 

A young artilleryman, belonging to one of the batteries, in 
good health and on his usual duty, was thrown one morning 
violently forward in his saddle by his horse, a powerful animal, 
on first leaving the stable ; he felt something give way within 
him, and he experienced sudden and severe pain in the region of 
the bladder, attended with pain in micturition, a sudden stoppage 
to the flow of urine, and other symptoms of stone. The surgeon 
sounded him and detected the calculus, which he successfully 
extracted by the lateral operation. It was a * mulberry' or 
oxalate of lime calculus, the size of a small walnut, and had 
evidently been impacted or adherent somewhere, for the state 
of the patient before and after his accident with the horse was 
widely different — the amount of pain caused by the movements 
of the calculus being almost unendurable. Perhaps it was in 
part within the orifice of a dilated ureter, but upon this point no 
satisfactory evidence could be obtained. The patient's health 
continued good long afterwards. 

The increase in the size of a calculus seems to be due, not to 
a continuous deposit of material, but to its successive deposit 
in layers. It is remarkable how many distinct layers may be 
counted by the aid of a magnifying glass in the section of 
almost any urinary calculus. 
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The well-known tables published by the late Dr. Marcet* 
agree with general hospital experience, namely, that in a 
given number of cases there is an almost equal proportion of 
children and of adults. Out of 506 cases collected at the 
Norwich Hospital between the years 1772 to 1816, the list 
was: Children under 14 years — boys 227, girls 8, making 235 ; 
Adults — males 251, females 20, making 271 ; total 506. In 
an excellent article in Holmes's * Surgery,' the same propor- 
tion is maintained in a list of cases collected from the London 
hospitals. For instance: total number of cases 177, children 
86, adults 91. Sir Henry Thompson has collected a yet larger 
list of 1,827 cases; out of which 1,116 occurred in patients 
between the ages of 1 to 21 years, leaving only 717 between 
the ages of 21 and 82. 

Between the years 1860 and 1864 inclusive 71 cases of stone 
were admitted ; and of these 39 were under the age of 25, the 
remaining 32 of more advanced years. In 1860 there were 21 
cases, and 12 under 25 years. In 1861 there were 13 cases, 
and 7 under 1^ years. In 1862 there were 15 cases, and 12 
under 25 years. In 1863 there were 13 cases, and 4 under 25 
years. In 1864 there were 9 cases, and 4- under 25 years. 

It has been stated that calculi are more common in cold than 
in warm climates ; indeed that the disease is scarcely known 
within the tropics. Possibly in tropical regions the diet, mostly 
vegetable^ exercises no unimportant influence on the disease. 
But on these points we have no positive information. At 
Smyrna calculus disease is known ; among the negroes in the 
southern states of America it is not uncommon ; in some parts 
of India it prevails to a great extent. Mr. Callender lately 
called my attention to a collection of 90 calculi removed by 
operation during a space of two years from patients, natives 
of the Punjaub, by one surgeon, namely Mr. Kiernander, for- 
merly student at St. Bartholomew's Hospital and now in 
practice in India. 

The mortality after the lateral operation varies according 
to age ; or perhaps it would be more correct to say, according 
to the general healthiness of the internal organs, especially the 
kidneys. In children the mortality is about 1 in 18 ; in 
adults 1 in 5^. At St. Bartholomew's Hospital, from 1863 
onwards, there were 23 consecutive successful cases of litho- 
tomy in patients between the ages of 2 and 20. In 8 cases of 
adults there were 2 deaths, or 1 in 4. One patient died from 

* * On Calculus Disorders/ p. 33. 
K 2 
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peritonitis ; the other from collapse, the kidneys being greatly 
diseased. This last patient never rallied from the operation. 
He could not take nourishment, nor respond in any way to 
the care bestowed upon him. 

It is reported that Mr. Cheselden operated in 213 cases at 
St. Thomas's Hospital, of which 20 died, or 1 in 10. Mr. 
L. Lynn operated successfully 30 times in succession at the 
Westminster Hospital, and then lost 7 cases. But these 
statistics are of value thus far : they prove that, provided the 
patient be sound and free from internal, and especially renal 
disease, the lateral operation of lithotomy is one comparatively 
safe and free from risk; whereas, on the other hand, if the 
kidneys happen to be diseased, the chances of death are fear- 
fully increased, and as such diseases are more prevalent in 
middle life, we see a ready explanation of the increased mor- 
tality at that age. I assisted the late Sir William Lawrence 
in private at the operation of lithotomy on a gentleman between 
40 and 50. Nothing could have been more prompt and comr 
plete than the whole proceeding, and yet the patient died some 
few days afterwards. On examination, it was found that both 
kidneys were contracted and granular, and the capsules were 
adherent; the peritonaea! cavity contained a considerable 
amount of thin pus. 

In children the cause of death is mostly tuberculous disease 
of the kidneys or of the lining membrane of the bladder ; or in 
some cases the little patients are the subjects of fits or mesen- 
teric disease. It is stated that cases have been recorded in 
which death from haemorrhage has ensued in the second week, 
possibly from the separation of a slough. I have not yet 
lost a case from such a cause, either in the infant or adult ; 
indeed, fatal haemorrhage seems one of the most uncommon 
events after this operation. 

In the valuable statistical returns of St. Bartholomew's 
Hospital, now annually published, Mr. Willett gives a rather 
high death rate after lithotomy between the years 1863 and 
1867:- 

In 1863, cases 7, per-centage of deaths 14-28 
» 1864 „ 9 „ „ 11-11 

» 1866 „ 9 „ „ 44-44 

„ 1866 „ 16 „ „ 13-33 

» 1867 „ 8 „ „ 12-6 

Total cases 48, deatJis 9, average percentage of deaths 18-75. 

The lateral operation of lithotomy is not difficult of perform- 
ance, nor is it in itself dangerous. And yet every surgeon. 
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from Cheselden downwards, has felt, I doubt not, more anxiety 
in his turn than he would care to confess to others. Perhaps 
the cause of this may be that it is nearly all done out of sight, 
under circumstances when an unexpected difficulty cannot be 
so promptly understood and met. The great difficulty has 
always seemed to me to arise from the fact of the opening into 
the bladder being imperfectly or insufficiently made, when the 
forceps fail to be introduced, or pass between that organ and 
the rectum. 

I am not familiar with the * hour-glass ' contraction of the 
bladder. Whenever a delay occurs, this explanation is mur- 
mured from one bystander to another. There are anatomical 
preparations which seem to prove it ; but still it must be rare 
indeed in practice. Mr. Wormald had a case of a boy in whom 
there was great difficulty in finding the stone after the bladder 
had been opened in^the usual way. The supposed ^ hour-glass ' 
contraction was presumed to exist ; but Mr. Wormald remem- 
bered that this lad had been in the habit of sitting with two 
fingers in the rectum, for the purpose of keeping the stone from 
sinking on the sensitive ^ trigone,' and hence in course of time 
a pouch was formed, into which the stone had fallen. For the 
sake of obtaining relief from pressure on the ' trigone,' children 
have been know to sleep with the head downwards. 

It is a remarkable fact that Mr. Wormald never performed 
any other than the lateral operation during the time that he was 
on active duty at the Hospital, and that he never lost a case. 

The lateral operation is- accomplished by making a free 
incision of the external parts, by passing the knife deeply and 
behind the bulb into the membranous portion of the urethra, 
by continuing the incision into the left side of the prostate, and 
by subsequently dilating that part and the neck of the bladder 
by the finger or some surgical instrument. An enema of 
warm water should always be given three to four hours before 
the operation to clear the rectum. Some amount of urine 
should, if possible, be retained in the bladder ; the instruments 
are then more readily manipulated, while the escape of fluid 
shows that the necessary incisions have been effected. I 
do not endorse the opinion of Cheselden, who says : * Here I 
must take notice, it is very convenient to have the bladder 
empty of urine before the operation ; for if there is any quantity 
to flow out of the bladder at the passing of the gorget, the 
bladder does not contract, but collapses into folds, which makes 
it difficult to lay hold of the stone without hurting the bladder.'* 

* * A short Historical Account of cutting for the Stone, appended to the Anatomy 
of the Human Body/ 1768. 
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The patient having been rendered insensible by the adminis- 
tration of chloroform, and secured by proper bandages in the 
usual position, a curved staff is introduced, the straight part 
being held perpendicularly, the curved part pressed firmly 
upwards against the pubes. There is no fear of this leading, 
as the late Mr. Stanley imagined, to the incisions being made 
into the narrower part of the space beneath the arch of the 
pubes. The external incision is unconnected with the position 
of the staff, and when the groove in that instrument is opened, 
it should be by a deep incision, commencing about the middle 
of the external wound, the point of the knife passing behind as 
well as to the side of the bulb. 

The first incision should commence at the raphe, about an 
inch and a quarter above the anus, and be carried obliquely 
downwards and outwards through the skin and subjacent fat to 
the tuberosity of the ischium. A free external incision cannot 
by any possibility do harm, while on the other hand it may 
relieve the surgeon of subsequent embarrassment. Next, the 
same knife should be passed steadily and deeply upwards and 
inwards towards the under surface of the symphysis pubis, 
where the urethra is sure to lie, the point of entry being about 
midway in the external incision between the median line and 
the tuberosity of the ischium. The knife will thus avoid 
wounding the bulb by passing behind it. It will likewise pass 
behind some arteries, which go to the bulb just below the 
triangular ligament. The membranous portion of the urethra 
having been opened, the surgeon may take the handle of the 
staff in his hand, and, with the same action that he depresses it, 
carry the knife through the prostate; or he may leave the 
handle of the staff to. his assistant, while he follows the knife 
with the forefinger of his left hand. This latter proceeding is 
the better, unless the perineum be very deep. The surgeon can 
thus cut and dilate the prostate at the same time, and effects an 
entry into the bladder on easiest terms. 

In this part of the operation the surgeon should dismiss from 
his mind the minuter points of anatomy connected with the 
study of the perineum. It is to him a matter of absolute 
indifference whether he divide the transversalis perinei muscle, 
the neighbouring arteries, or the anterior fibres of the levator 
ani. He knows that, first, he must strike one structure with 
certainty — namely, the membranous portion of the urethra ; 
and, secondly, that he must make a sufficient opening into the 
bladder through the prostate without wounding the pelvic 
fascia, and in most cases this is effected as much by stretching 
as by cutting, and with far greater safety to the patient. 
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Now, the question arises, should this part of the operation be 
effected by a beaked or by a plain knife ? To this I reply, 
every surgeon makes his way into the bladder in his own 
fashion. I prefer a plain knife rounded at its extremity, but 
bear ever in mind that it must on no account be allowed to leave 
the groove in the staff ; and this in most cases is not difficult of 
accomplishment, all that is needed is coolness and a firm steady 
hand. The knowledge when the point of the finger is in the 
bladder is never mistaken by a good anatomist. The feeling is 
quite peculiar and characteristic. The passage of the forceps 
into the bladder, and the extraction of the stone are matters 
too well understood to need any special remark. 

Strange as it may seem to some surgeons, I would not 
altogether lay aside the use of the gorget. In the event of the 
perineum being very deep, and the stone of more than usual 
size, considerable space may be gained by the employment of 
such an instrument as that used by the late Mr. Martineau, 
which was thin and light, and just so sharp as not to have a 
cutting edge. 

Although the haemorrhage, whether arterial or venous, after 
the lateral operation is sometimes profuse, it usually ceases 
shortly after the patient is untied and put into bed. I 
cannot remember a case of death resulting from the direct 
loss of blood, although in a few cases the patient has become 
completely blanched. One of the most severe cases commenced 
about the twelfth day after the operation. In the ^ Edinburgh 
Medical and Surgical Journal' for 1831, some cases of death 
from haemorrhage are recorded, and allusion is made to a so- 
called irregularity of the pudic artery, described by Tiedemann. 
The arteria dorsalis penis instead of being the termination of 
the internal pudic is furnished by a branch of the internal iliac, 
and runs close by the side of the prostate. 

When the operation is completed and the stone removed, 
the patient should be put on his left side in bed, with a folded 
cloth under the nates. No tube nor other instrument should 
be introduced through the wound into the bladder. The 
patient is only inconvenienced by such a measure, and when the 
incisions have been properly made there is no fear from the 
escape of urine. It has been suggested by Mr, Wise that two- 
thirds of the fatal cases proceed from the fact that after the 
operation the urine flows over an open wound. No evil con- 
sequences have been noticed by me in leaving the urine to 
escape over the cut surfaces, the other conditions of the case 
being favourable. 
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The median operation, a variety of the Celsian method, or 
cutting on the grip, now coming before the profession, has 
during the last twenty-five years been frequently performed at 
St. Bartholomew's Hospital, and in more ways than one. I 
cannot stigmatise it as an operation suited only for those who 
have an imperfect knowledge of anatomy. But I maintain 
that the supposed advantages said to proceed from the division 
of structures of the mesial line are not yet established ; 
that it is not specially fitted for the removal of large stones, 
and that the mortality, as far as we know, is as great as in 
the lateral operation — perhaps greater. Within this year the 
rectum has been wounded once, and even twice, in the same 
subject. I remember seeing a boy die from collapse after this 
operation, without apparent cause. Mr. Stanley performed 
this operation in the following way — the patient having been 
secured in the usual position, and the staff introduced, a semi- 
lunar incision was made, the concavity directed downwards 
above the anus. The finger introduced into the wound soon 
felt the groove in the staff, when the membranous portion of 
the urethra was opened and the prostate was cut either on 
one side or on both, or only dilated, according to the size of the 
stone. The introduction of the forceps and the extraction of 
the stone was accomplished without difficulty. Mr. Lloyd 
followed a very different proceeding. The patient being 
secured, and the rectum emptied, he introduced a speculum 
open above into the bowel. He then introduced a grooved 
staff into the bladder, and made a vertical incision from the 
staff into the rectum, thus throwing the urethra and the bowel 
into one. Next he passed through the opening of the urethra 
into the bladder an instrument not unlike curling tongs, by 
which he dilated the prostate by the separation of the blades, 
so as to enable him with ease to extract the stone with or 
without any use of the knife. 

But when asked what are the advantages gained by opera- 
tions different from those obtained by the lateral method, we 
are at a loss for an answer. Let us remember that the median 
operations have not the merit of novelty, and in reverting to 
them we are travelling in a circle and over well-trodden ground. 
Knowing the chief sources of danger which influence the pro- 
gress of a case of the lateral operation, and viewing that 
operation as one in itself eminently successful (as proved by 
the statistics of children), it appears to me that, instead of 
varying the line of incision or occupying ourselves in some 
other mechanical detail, we should turn our attention to the 
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improvement of the patient's general condition, especially that 
of adults, or else substitute an entirely different proceeding, 
such as that of crushing the stone by the lithotrite, or grinding 
it into a powder. 

I have not in these remarks adverted to the high operation. 
In many cases it is impossible of performance^ and in none offers 
advantages such as I should have ever liked to avail myself of. 

The operation of lithotrity, or lithontripsy is one which imme- 
diately attaches itself to the mind of both surgeon and patient. 
What 80 natural a method as to crush the stone into small frag- 
ments within the bladder. How desirable, especially in adults, 
to avoid the perils of a deep incision with its concomitant dangers. 
I grant this, and look forward to the day when instruments 
will be invented, one of which I witnessed many years ago at 
St. Bartholomew's Hospital, t)y which the stone will be ground 
to a fine powder, and escape in this form, mixed with the urine, 
through the urethra. The present operation of lithotrity 
breaks up the stone into sharp and angular fragments, and is 
so far imperfect. My first experience consisted in viewing the 
operations performed by the Baron Heurteloup, who exhibited 
his method of operating at St. Bartholomew's Hospital. The 
bed which he used, and by means of which he could depress the 
head of the patient, is still preserved, and occasionally in use. 
The following were the stages of the operation : — 

1. The injection of the bladder by warm water. 

2. The exploration of its cavity. 

3. The seizure of the stone. 

4. Its destruction. 

5. The removal of the fragments. 

Now, the injection and distension of the bladder by warm 
water, after the abstraction of the urine, was found to be a very 
])ainful and distressing proceeding and wholly unnecessary. 
The walls of the bladder are often thick and unyielding, and 
the forcible expansion of the organ causes the patient to exhibit 
many symptoms of distress. The Baron in vain assured the 
bystanders that the patient was not suffering pain ; the very 
aspect of the man gave a contradiction to this assertion. The 
sweat often poured from his brow, and the face became livid and 
blanched. Next it was found (for I speak of thirty years ago) 
that with the improvement in the manufacture of the lithotrites, 
and with the diminished length of the curve, the instrument 
could be easily manipulated within the bladder without any 
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a'idition of warm water. The fear that the walls of the bladder 
might be injuriously included in the blades was not real. 
Such an event is felt at once by the patient, who could, if ne- 
cessary, tell the surgeon what he had done, and moreover the 
surgeon would feel that he had included something within the 
blades of the forceps which hampered their free action and pre- 
sented not the usual hard unresisting surface. I am confident 
that in some cases I have included a fold of bladder within the 
blades of the lithotrite, and should have done damage had I not 
been guided by both my own experience and the explanation of 
the patient's feelings. A very slight movement of the handle 
of the lithotrite serves to free the blades from such an accident. 
The abstraction of the urine from the cavity of the bladder 
and the subsequent distension of the organ by warm water has 
been given up at St. Bartholomew's, as far as I remember, for 
years, the patient giving the assurance that he had retained his 
water for some hours before the operation. 

The exploration of the cavity of the bladder, the seizure of 
the stone and its destruction should scarcely be regarded as 
three distinct stages of the operation. They should rather be 
regarded in the light of one compound act, to be completed 
with the greatest possible amount of dexterity, quickness, and 
gentleness. The operation may then be repeated at rapidly 
following intervals without causing any great amount of distress 
to the patient ; while, on the other hand, a prolonged operation, 
accompanied by rough usage, may excite symptoms which may 
put the patient ^ hors de combat ' for many weeks or months, or 
even endanger life. 

We hear of some surgeons who perform lithotrity with more 
than the usual amount of success ; such is doubtless due to 
greater delicacy of manipulation and attention to many little 
points on which the patient's subsequent comfort will depend. 
But if the question be put whether the operation is free from 
risk and suitable to all cases of adults, we must give a qualified 
reply. In this, as«in all other important operations, there are 
attendant perils, and as regards lithotrity, they seem to increase 
in proportion to the size and hardness of the stone, and the 
general condition of the patient's health. Thus far it is the 
same as with lithotomy. But, on the other hand, there are 
cases where lithotrity may be performed with success, and where 
lithotomy would be almost assuredly fatal. 

We cannot deny that many of the dangers following the 
operation of lithotrity yet remain. Others, however, are dimi- 
nished or removed owing to the superior construction of instru- 
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ments. Thus we do not anticipate perforation nor 1: ceration 
of the mucous membrane of the bladder nor of the urinary pas- 
sages ; nor the fracture of the instrument, with ordinary care. 
But pain and general nervous disturbance may supervene, 
inflammation of the mucous membranes, or of the peritonaeum, 
may arise. There may be swelling of the testicle, inflammation 
of the pelvic veins, retention or incontinence of urine, urinary 
fistulas, or a minute fragment of the calculus may remain to 
form the nucleus of another stone. In 1850 a distingruished 
surgeon operated with the lithotrite on a patient aged 50. In 
about a month the patient died. The bladder was found full 
of pus and fragments of stone on which it was contracted. The 
mucous membrane was inflamed, pus flowed from both ureters, 
and the kidneys were extensively diseased. 

Among the unpleasant consequences which have more re- 
cently come under my notice is that of chronic cystitis, attended 
with thickening of the walls of the bladder and the most acute 
pain in voiding the urine. The agony upon each recurrence 
of this act is such as to cause the sweat to stand on the patient's 
face and make him roll on the nearest couch. One patient 
always needed on such occasions the hypodermic injection of 
morphine, an apparatus for the use of which he always carried 
about with him. Another patient, thus affected, declared that 
since the operation his sufferings had been aggravated rather 
than relieved. 

Cases have been recorded of acute cystitis preceded by 
rigors, terminating in death, where the bladder has been found 
surrounded by pus. Here, perhaps, too much violence had been 
used.. A case was mentioned to me by my colleague, Mr. Savory, 
in which the surgeon, in his endeavours to crush a hard and 
large calculus, so firmly fixed the blades of the lithotrite in the 
stone that he could not free them, neither could he use greater 
force for fear of fracture. In this dilemma he managed by in- 
troducing two fingers into the rectum to press the stone from 
the grasp of the blades, and to remove it subsequently by the 
lateral operation. The blades of the lithotrite were found on 
examination twisted and injured. 

Although I am not prepared to say that the hammer may 
be of use in breaking some hard and brittle calculi, yet it 
cannot be denied that the use of the screw is a great improve- 
ment. Of late some modifications of the screw have been intro- 
duced, rendering more easy, equable, and gentle the separation 
and closure of the blades. The great point for the surgeon to 
beat in mind is to keep the blades well in the centre of the 
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organ, and to avoid, if possible, any rough touch or injury to 
its walls. 

Let us next ask. To which class of cases is the operation of 
lithotrity applicable? Although it has been performed, and 
with success, on young children, I think, under all the circum- 
stances, they should be excluded. In adults we should perform 
lithotrity in all such cases, as where a piece of gutta percha 
bougie or other similar substance has slipped into the bladder 
and became incrusted with phosphates. In the same list should 
be included all those cases in which, in men of middle or 
advanced life and of gouty habit, a small lithic acid calculus 
drops from time to time from the kidney along the ureter into 
the bladder. I have operated on several of such cases, and one 
sitting has been sufficient to enable the fragments to pass by the 
urethra. But yet larger calculi may be safely removed by this 
process. Uric acid calculi of an inch to an inch and a quarter 
in diameter or even larger, and somewhat smaller specimens of 
the oxalate of lime calculi in which the phosphates predomi- 
nate, are also fit for the lithotrite, being soft and readily friable. 

The urethra must be moderately healthy, and the bladder 
free from active disease ; the cases, in short, should be selected. 

That the dangers from lithotrity are not wholly imaginary 
may be inferred from the statistics of the Hospital. It appears 
that the mortality from this operation is as high as 33*33 per 
cent., while from lithotomy it is only 18*75. But here we must 
correct an error, for if the young under 20 years are withdrawn 
the mortality after lithotomy is often above 50 per cent. 

That lithotrity offers many advantages to the adult is obvious. 
The main object of modem ingenuity should be the discovery 
of some mechanical contrivance by which the stone could be 
pulverised, and the irritation caused by th3 sharp fragments 
entirely avoided. 

The mortality aflter the lateral and indeed other forms of 
lithotomy seems ascertained with much certainty. 

The median operation is by no means free from those risks 
which beset the lateral operation. In 139 cases of AUarton's 
operation of all ages, there were 13 deaths, or 1 in 1 1; and when 
this proceeding was t-estricted to adults the death-rate was 1 in 
7; over 50 it was 1 in 2*5. 
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Article IX. — Contributions to Cerebral Pathology, 
By William S. Church, M.B. Oxon. 

THE following cases of disease of the brain, its vessels, 
and meninges, have been examined in the post-mortem 
room of the Hospit.al during the fourteen months ending July, 
1868. 

The diflSculty of diagnosis which attends almost all cases of 
cerebral disease is allowed by every one to be very great. Symp- 
toms, as, I think, these cases will demonstrate, beyond pointing 
to cerebral disease, are of very little use ; notwithstanding the 
clear and definite rules laid down by many authors for dis- 
tinguishing inflammation of the meninges and of the brain, 
tubercular from simple meningitis, apoplectic effusion from 
embolism and softening, clinically the difficulty remains, and 
an appeal to probabilities is often all that remains for the 
physician. Hence every case of brain disorder is worth re- 
cording in hopes that * per viam exclusionis,' if not by the 
presence of distinctive symptoms, the diagnosis of some at 
least may be rendered more satisfactory and definite. 

The comparative rarity of some of the cases induces me to 
think that they may be of use to those who have not the 
advantage of attending a large public hospital, and who con- 
sequently can but rarely meet with cases similar to some of 
those here recorded. 

The total number of deaths from cerebral affections, during 
the fourteen months, is not represented by the post-mortem 
records, not a few bodies being removed without examination, 
and one instance of chronic hydrocephalus is not included 
among those published. 

Ten cases of apoplexy were examined with the results 
appended in the table on page 142. 

The table speaks for itself; nothing could better illustrate 
the connection between renal disease, disease of the arteries, 
and hypertrophy of the left heart. In six out of the eight 
cases not associated with valvular disease, the kidneys are 
noted as diseased to a greater or less extent. Case IV. is in- 
teresting ; intra-cranial aneurism rarely occurring at so early 
an age. I have only been able to meet with two cases in 
which intra-cranial aneurism has been noticed earlier in life. 
Dr. Crisp "^^ having seen a case in a boy of 14, who became 
giddy and insensible whilst carrying a heavy weight. June 20, 

* ' Diseases of the Arteries,' vol. i. p. 165. 
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1839, he recovered his sensibility, and again became In- 
sensible on July 7, and died July 11, twenty-one days after 
the first symptom. In this case two aneurisms were found on 
the right anterior cerebral artery ; the larger of the two had 
burst. The second is recorded by Mr. Kingston * as occurring 
at the same age. Mr. Holmes f records a case of aneurism of 
the internal carotid in a boy of 16. Dr. Gull J and Mr. 
Brinton also notice several cases occurring in early life, but 
intra-cranial aneurism is rare before 20. Ordinary apoplectic 
effusion is probably rarer still, Dr. Gull remarking, ^ whenever 
young persons die with symptoms of ingravescent apoplexy, 
and after death large effusion of blood is found, especially if 
the effusion be over the surface of the brain in the meshes of 
the pia mater, the presence of an aneurism is probable.' This 
case also serves to confirm the truth of his remark, that 
aneurism in young subjects commonly occurs without disease 
of the vessels. 

In Case VIII., in which heart-disease was present, the brain 
substance was so torn and broken down by the effused blood 
that it was impossible to ascertain the exact seat of the haBmo- 
rrhage, or the condition of the brain substance anterior to it. 
The state of the heart, and the hemiplegic attacks on the 6 th 
and 16th of the same month, render it, I think, highly pro- 
bable that embolism and consequent softening of the brain 
had occurred ; then the vessels deprived of the support of 
the surrounding brain substance were unable to sustain the 
pressure of the blood transmitted to them by a vastly hyper- 
trophied heart, and gave way^ all the effused blood appearing 
to be of the same date. I have included in the table Case XI., 
because during life the patient presented every appearance of 
ordinary apoplexy. The head was carefully examined, and no 
trace of external injury was found. After death there was 
slight discoloration of the integument beneath the left eye ; 
but it was not until after the skull was opened, and the dura 
mater, which was not itself torn, had been stripped off the 
bones, that the fracture was apparent. The haemorrhage had 
taken place within the arachnoid cavity, and in the orbit, 
external to the pericranium. When first picked up by the 
police, she was supposed to be drunk, and was taken to the 
station-house. At the inquest no evidence was brought for- 
ward which threw any light on the circumstances under which 

* * Edin. Med. Surg. Journal,' vol. Iviii. p. 69. 

t * Path. Trans.' vol. xii. p. 61. 

\ • G-uy's Hospital Reports,' 3rd series, vol. v. 
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the injury happened. Case VI. is noteworthy for the rapidity 
with which death ensued. 

In the three next cases cerebral mischief was consequent on 
disease of the ear : death in two resulting from the cerebral 
affection^ in the third from lung complications. 



Case XII. — Disease of the ear — Meningitis — (?) Rheumatic 
disease of the heart — Pain in the head — Vomiting — Delirium 
at night — Death. 

Elizabeth L., aet. 17, admitted July 3, died- July 29, 1868. 

History. — Her illness commenced about nine weeks before 
admission with cessation of the catamenia and pains in the 
feet and legs, and afterwards in the wrists and shoulders. 
About five weeks before admission pain in the head com- 
menced, and was followed in a few days by violent sickness. 
For a fortnight before admission she was usually delirious at 
night, and occasionally in the day. On admission she was 
remarkably anaemic, and somewhat wasted. She vomited two 
or three times daily, generally after food; very apathetic, 
but sufficiently conscious in the daytime to answer questions 
coherently though slowly. She wandered at night. Her 
bowels acted regularly ; urine natural. Pulse always regulai" 
and rapid, though dicrotous. After she had been about a 
week in the Hospital the discharge from the left ear commenced. 
The tache c^rebrale, which was well marked on her admission, 
was absent towards the close of life. The abdomen was 
generally retracted, and phantom tumour was present during 
part of her illness. 

Autopsy twenty-eight hours after death. — Body emaciated. 
Rigor mortis slight. Offensive discharge from the left ear, and 
discharge from the vagina. Scalp and calvaria natural, the 
latter thin. On opening the sac of the arachnoid a little 
discoloured serum escaped, and both layers had on them 
shreds of lymph, here and there blood-stained ; more of these 
shreds were situated on the left than on the right side. Con- 
siderable ecchymosis over the right parietal, and less on the 
left temporal lobe. The convolutions were not at all flattened : 
on the surface of the left frontal lobe, situated beneath the 
membranes, was a small yellowish white speck, about the 
size of a small pea. This, when cut through, was soft, and 
looked to the naked eye like pus ; a similar little speck 
was on the right posterior lobe, and two smaller ones on 
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the right frontal lobe. At the base of the brain a considerable 
quantity of slightly turbid serum stained with blood was found. 
About the optic commissure the membranes were slightly 
thickened and opaque, no undue adherence of the sides of 
the Sylvian fissures, but the pia mater in them was extensively 
ecchymosed. On section the brain was congested, and the grey 
matter had a pinkish tinge. The fluid in the ventricles was 
similar to that at the base of the brain. The fornix and 
septum lucidum were firm. The velum interpositum thickened. 
Over the upper and anterior surface of the pars petrosa the 
dura mater was non-adherent, and the surface of the bone was 
discoloured, but smooth and not necrosed. Pleurae were natural. 
No tubercle in the lungs ; the bronchial glands contained 
cretaceous masses. There was an extreme amount of fibrinous 
vegetation on the mitral valve ; the aortic were also studded 
with warty vegetations. The spleen had a broad band of firm 
consistency and yellow colour completely dividing it. This 
band was wedge-shaped, with the apex to the hilum. Several 
embolic wedges were found in the kidneys. The liver was 
oedematous. Uterus virgin. The mucous membrane of the 
OS granular. The mesenteric glands were remarkably small. 

Case XIII. — Necrosis of the temporal bone — Abscess in the 
cerebellum — Otorrhoea — Cessation of the discharge — Pain in 
the head — Vomiting — Impairment of vision — Death on the 
eighteenth or nineteenth day from commencement of acute 
symptoms. 

Richard C, iet. 16 ; admitted July 30 ; died August 4, 1867. 

History, — A poorly nourished boy, who worked as a butcher. 
Ever since he had scarlet fever, twelve years previously, he had 
suffered from otorrhoea, sometimes- from one ear, sometimes 
from both ; the left has been more frequently and more con- 
tinuously affected than the right. A fortnight before admission 
he thought he caught cold ; the discharge from the left ear 
stopped, and he was soon after seized with intense pain in the 
ear and back part of the head. A week before admission he 
first vomited, and has continued to vomit occasionally ever since. 
On admission the pupils were dilated and sluggish, the eyeballs 
in constant oscillation, slight ptosis of the left eyelid. He carried 
his head thrown back and stiffly. Tongue thickly furred, bowels 
confined. Pulse 68, and rather irregular ; respiration normal. 
Three days after admission, August 2, he was in a state of 
great restlessness, with tonic spasm of the muscles of the upper 

VOL. IV. L 
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extremities and of the back. He was perfectly conscious, and 
complained of pain in his head. On the 3rd he was said to 
have had a rigor in the morning, in the afternoon he was 
perfectly unconscious, screaming out at times. Pulse 108, 
feeble and irregular. Temperature 100** F. On the 4th he 
recovered his senses, and recognised his mother's voice, but 
his vision was affected, and he was unable to distinguish 
objects. He answered questions slowly and rationally, com- 
plained constantly of his head. His abdomen was retracted, 
and he passed a motion unconsciously. Pulse 108 ; tempera- 
ture 103-4** F. 

Autopsy twenty-four hours after death. — ^Body poorly nou- 
rished. Rigor mortis slight. Scalp and calvaria natural. The 
dura mater intensely congested. The longitudinal sinus con- 
tained a large quantity of fluid blood, and a small recent 
clot. The vessels of the pia mater were gorged with blood, 
and the convolutions over the left hemisphere were slightly 
flattened. On the upper surface of the posterior portion of 
the frontal lobe an opaque white spot, the size of a shilling 
or rather larger, was seen which felt firm and hard. 

On slicing the brain the puncta cruenta were unusually 
numerous, the grey matter had a pink tinge, and the under 
surface of the fornix was softened ; numerous small ecchymoses 
were found in connection with the vessels of the velum inter- 
positum. 

Nearly the whole of the left lobe of the cerebellum was 
occupied by an abscess containing healthy-looking pus, and 
lined by a delicate pyogenetic membrane. Between the dura 
mater and the upper portion of the petrous bone some very 
offensive pus was found, and the surface of the bone was 
roughened, eroded, and discoloured. 

The lungs were in a state of lobular pneumonia, but there 
was no evidence of any pyaemic abscesses. The remaining 
viscera were natural. 

Case XIV. — Necrosis of the temporal hone — Gangrenous ah^ 
scesses in the Lungs — Death on the twenty^ighth day from 
commencement of severe symptoms, 

Amelia W., aet. 22 ; admitted February 5 ; died February 
18, 1868. 

History, — She had suffered from a discharge from the left ear 
for twenty years ; this had suddenly stopped a week before her 
admission. Od the same day she was seized with severe pain 
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in the head, and frequent rigors followed by sickness. These 
symptoms remained unabated until admission. When admitted 
she was very much flushed about the face, and her expression 
was indicative of great pain : occasionally the pain was so severe 
that she shrieked aloud. On the 11th her breathing became 
very rapid and shallow, and she complained of intense pain in 
the chest. Percussion was impaired on the left side anteriorly, 
but no crepitation or other morbid sounds were heard. On 
the 16th she expectorated much mucus mixed with some 
blood, and her breath became offensive. On the 17th her 
breath was most horribly offensive, and she died exhausted on 
the 18th. During her life in the Hospital she had no vomiting. 
Subcutaneous injections of morphia alleviated the pain very 
greatly, and she was able, until the lung mischief came on, 
to take a fair amount of nourishment, and pass pretty easy 
nights. 

Autopsy twenty-seven hours after death. — Body well nou- 
rished. Discharge of foetid pus from the left ear ; rigor mortis 
moderate. The scalp and calvaria natural. The brain appeared 
quite natural, no softening or undue congestion even in the part 
most closely in connection with the diseased bone. The dura 
mater over a space corresponding to the upper and inner 
surface of the petrous bone, and extending backwards over the 
mastoid and a little beyond the occipito-mastoid suture, was 
separated from the bone by a quantity of decomposing fibrin- 
ous material, which looked like a blood clot decomposing and 
breaking down, being indistinguishable from a mass of decom- 
posing blood-clot occupying the inferior petrosal sinus, and 
spreading from it down to the jugular vein, where it became 
continuous with an ordinary blood-clot. The dura mater was 
discoloured but not ulcerated ; the surface of the bone looked 
eroded but was not much roughened. On sawing through the 
petrous bone, it was found slightly discoloured. The mastoid 
cells were the chief seat of the disease, being filled with dark, 
very offensive fluid, but no great amount of loss of bony sub- 
stance had taken place. 

On opening the thorax, the pericardium was found to contain 
^j. of slightly turbid fluid. The heart contained a few firm 
fibrinous clots. Both pleurae contained a little horribly offensive 
fluid, which resembled putrilage rather than pus, and were 
covered here and there by thin discoloured lymph, which was 
thickest on the diaphragmatic portions of the pleurae, and more 
on the right than the left pleura. Throughout the left lung 
were numerous small abscesses, many of which had become 

L 2 
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quite gangrenous ; the intervening portions of lung tissue were 
acutely congested and softened. The right lung was in a 
similar but more advanced condition ; the middle lobe was 
in a state of complete gangrene. Into the broken down lung 
tissue of the middle lobe haemorrhage had taken place, a con- 
siderable-sized, recent, bright blood-clot occupying the greater 
part of the lobe. The lower lobe was collapsed and contained 
a few gangrenous abscesses. The liver was oedematous and 
congested, but contained no purulent deposit; its weight 
4 lbs. 7^oz, The spleen soft and pulpy; its weight .^vij. 
Kidneys were natural. Uterus and ovaries greatly congested. 
Dr. Abercrombie narrates a case (IV.*) extremely similar 
to the last here recorded, in which the lateral sinus was par- 
tially filled by clot, and in this case death was occasioned by 
an effusion of puriform fluid into the pleurae. During the whole 
illness of Case XIV., the mind was quite clear and unaffected, 
and after her admission into the Hospital she had no vomiting, 
two symptoms which contrast with the more or less constant 
vomiting and mental disturbance met with in Cases XII. and 
XIII., in which the brain or its immediate covering was involved. 
I was unavoidably prevented from examining the small pus-like 
specks present in Case XII. microscopically ; to the naked eye 
they had all the appearance of pus, and the absence of any 
evidence of embolism in the brain itself renders it improbable 
that they were the result of embolism of the vessels of the pia 
mater. These three cases together form an instructive series 
of the different modes in which disease of the ear may termi- 
nate fatally : 1st and commonest, by abscess within the brain 
itself; 2ndly, by pyaemia and pyaemic and gangrenous abscesses 
in the lungs, which especially occur in connection with throm- 
bus of the cranial veins or sinuses ; and, 3rdly and more rarely, 
by acute inflammation of the arachnoid and pia mater, leading 
to the effusion of lymph, serum, and occasionally pus. 

Case XV.— Abscess in the left cerebral hemisphere — Impaired 
health for nine months — A ^ fall ' into the water five weeks 
before death — Lassitude, fretfulness, vomiting, coma, and 
death with very slight pain in the head, 

Henrv C, aet 15; admitted September 20; died Sep- 
tember 27, 1867. 

History. — A scrofulous-looking lad, who worked as a butcher. 

* * Pathological Researches on Diseases and Disorders of the Brain and Spinal 
Cord.' Third edition, p. 35. 
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His health, according to his friends' account, had been failing 
since Chrihtmas 1866. Five weeks before admission he fell 
into some water and was nearly drowned,* and very much 
frightened. Soon after the accident he complained of more 
than usual lassitude, became very fretful, and frequently 
vomited after meals. 

On admission he appeared in a nervous, agitated state, and 
complained of slight pain in the lumbar region ; though feeling 
very weak he was able to walk without assistance upstairs to 
the ward. His tongue was clean, but he had no appetite, and 
the bowels had not acted for seven days. His urine contained 
a large amount of phosphates and indican, but no albumen or 
sugar. Pulse 64. Ordered an injection of warm water. 

Sept. 21. — The bowels had acted freely, some hard faeces and 
scybala coming away. On the 22nd partial loss of power and 
sensation on the right side was noticed ; most marked in the 
upper extremities, and in the fifth pair of cerebral nerves. On 
the 23rd the pulse was 6% and irregular. On the 25th he first 
made complaint of pain in the head. Pulse irregular, and 
varying from 56 to 68 per minute. On the night of the 26th 
he was restless. On the 27th the pupils were dilated and 
divergent strabismus was noticed. During the 27th he became 
comatose and died without again becoming sensible. 

Autopsy thirty hours after death. — Body fairly nourished. 
Rigor mortis moderate. The genital organs were undeveloped. 
The testes, which together weighed only 88 grains, were 
situated at the external abdominal rings. The scalp, espe- 
cially near where it had been blistered, was oedematous; it 
separated readily from the bones of the skull which were 
very thin and almost transparent. The dura mater was greatly 
congested, and the lateral sinuses filled with fluid blood. 
The convolutions on both sides of the brain were flattened, 
but the flattening was most marked over the left hemisphere. 
On slicing the brain, an abscess about the size of a pullet's 
egg was found in the centre of the left hemisphere. The 
abscess was limited by a dense, tough wall, lined on the inner 
surface by a delicate pyogenetic membrane, and contained pus 
of deep green colour, which had no oflensiive odour. The brain 
substance round the abscess was very slightly, if at all, softened ; 

* Dr. Ogle, in the ' British and Foreign Medico-Chirurgical Review, No. 70, 
case 92, records a case in which a somewhat similar history is given — a woman 
was exposed to the sun, and soon after fell into some water and was much 
frightened ; two weeks afterwards she was admitted into the hospital with cerebral 
symptoms. Her health had not been good for some months previous to the 
accident. 
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and the wall of the lateral ventricle in close contiguity with it 
appeared quite natural. The corpus striatum and optic lobe 
on the left side were softer than the corresponding structures 
on the right. 

The dura mater appeared everywhere healthy, and no disease 
of the bones of the skull or ear colild be detected. 

The wall of the abscess, when examined microscopically, was 
found to be made up of dense fibrous tissue, and presented no 
appearance of lamination, no booklets of echinococci or ccenuri 
were found. 

The r^naining viscera appeared healthy. The kidneys were 
in a state of intense congestion, and the blood throughout the 
body was fluid. 

Drs. Gull and Sutton, in their recent article on abscess of the 
brain, in Reynolds's ^ System of Medicine,' * are reluctant to 
admit that cerebral abscess ever occurs idiopathically ; remark- 
ing, that often the ^ primary disease was so small that it might 
easily have been overlooked,' instancing a ^suppurating me- 
senteric gland,' a ^ gumboil,' or a ^ whitlow.' An examina- 
tion of the seventy-six cases tabulated by them shows that in 
seven out of the ten cases in which the cause is not obvious 
the abscesses were encysted ; in one case a second non-encysted 
abscess also was found ; in two the abscesses were distinctly 
stated not to have been encysted ; and in one, its condition is 
not mentioned. In the sixty-six cases in which the abscesses 
were obviously secondary to other lesions, only seven are noted 
as encysted ; more of course may have been so, without the re- 
corders of the cases noticing it ; but, in nearly half, the abscesses 
are either distinctly stated not to have been encysted, or the 
accompanying description makes it highly improbable that they 
were. Though many undoubtedly traumatic abscesses of the 
brain become encysted, I think the much greater frequency 
with which cysts are found in cases where no cause is obvious 
is an important fact, and should make us hesitate to refer them 
to * a fall ' or blow, unless some evidence of injury or concus- 
sion at the time of the accident is present. The objection that 
encysted abscesses are chronic does not appear to me valid, for 
from their very chronicity we are unable to ascertain all the 
facts bearing on the case, and are all the more apt to refer 
them to a wrong cause. In the case before us there was no 
cause discovered in the post-mortem room, but a history of a 
*fall' into water and great mental excitement existed, and 
from that time the acuter symptoms appear to date, whilst the 

* Vol. ii. p. 652 et seq. 
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histoiy of Impaired health reached back for many months. In 
two of Dr. Abercrombie's* three cases of encysted abscess no 
cause is apparent ; in the third it was associated with abscesses 
in the lungs. In one of his cases (XLI.), the eyes were in 
perpetual motion, a symptom that was very marked in Case 
XIII. of cerebellar abscess consequent on disease of the ear. 
The almost total absence of pain in this case appears to me 
noteworthy. When admitted the leading symptoms were 
languor, fretfulness, and occasional vomiting. 

The two following cases are of unusual interest, presenting 
pathological appearances at first sight very similar, though 
dependent, I believe, on widely dissimilar causes. 

Case XVI. — Acute meningitis — Headache and vomiting — 
Delirium — Coma — Death on the third day. 

Edward M., aet. 18 ; admitted July 1 ; died July 1, 1867. 

History. — A scrofulous-looking lad, by occupation a news- 
paper boy. He was taken ill on June 29, about the middle 
of the day, with severe pain in the head and vomiting. The 
headache and vomiting continued until the middle of the next 
day, when he became delirious. When admitted he was in a 
state of violent delirium, so that it was difficult to keep him 
in bed. His pupils were dilated ; pulse 72, irregular. The 
skin did not feel hot ; tongue furred, moist ; bowels not open 
for three days, and no urine had been passed for thirty hours. 
Soon after admission two pints of urine of low specific gravity, 
loaded with albumen and containing some blood, were drawn 
off. A few hours after admission he became comatose, and 
died the same evening. It was subsequently ascertained that 
he had had oedema of the feet and legs some twelve months 
previously, and that he was subject to attacks of ^piitaxis, 
which were occasionally very severe. ' \ 

Autopsy thirteen hours after death. — Body fairly nonrished. 
Rigor mortis considerable. Scalp congested and adherent to 
the bones of the skull. Calvaria natural. The longitudinal 
sinus empty. On reflecting the dura mater the surfaces 
of the hemispheres were found covered with pus and the con- 
volutions were slightly flattened. In the longitudinal fissure 
pretty firmly organised lymph was met with ; at the base of 
the brain there was a considerable amount of pus, but little 
lymph. The sides of the Sylvian fissures, except just at 

* Loc. cit. p. 99. 
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their commencement, were not unduly matted together, and 
the vessels and membrane in them appeared natural. The 
ventricles contained about the usual quantity of perfectly 
clear serous fluid; the anterior horns were of unusual size, 
whilst the posterior and the hippocampus minor were small. 
The brain substance was soft and the puncta cruenta unusually 
numerous; the softening was most marked in the temporal 
lobes. 

Both pleural cavities contained numerous firm adhesions ; the 
lungs were oedematous and congested, but no tubercle was found 
in them or in the bronchial glands. 

The aortic valves were thickened and shortened, and had a 
few warty granulations on them. The mitral valve was slightly 
affected in a similar manner. Weight of the heart ^ xij. The 
spleen soft and pulpy and firmly adherent to the contiguous 
parts. Liver congested ; in other respects natural. 

The capsules of the kidneys were adherent, splitting ; the 
organs themselves very congested ; the stellate veins being 
unusually marked, but on section their tissue appeared healthy 
to the naked eye. The weight of the right ^v|, of the 
left ^vij. 

Case XVII. — Puriform lymph at the base of the brain, and on 
the cerebellum — Necrosis of the ribs — Rheumatic (?) pains — 
Pain in the head — Impairment of respiratory action — Death 
without any convulsions or paralysis, 

William F., aet. 43 ; admitted March 24 ; died April 8, 
1868. 

History, — Eleven weeks before admission was supposed to 
have had acute rheumatism. On admission he complained of 
severe shooting and stabbing pain in the left side, which simu- 
lated pleurisy, and was much increased on cough ; also of pain 
in the head, which prevented his sleeping at night. He re- 
mained much in the same condition until a few hours before 
death, when his breathing became laboured and diflScult, and 
he gradually sank without any convulsion, paralysis, or deli- 
rium. 

Autopsy twenty-six hours after death. — Body poorly nou- 
rished. Rigor mortis well marked. In reflecting the muscles 
of the thorax two small abscesses were found ; the upper 
in connection with the junction of the fourth costal cartilage 
and rib. The lower at the junction of the ninth costal car- 
tilage and rib. The end of the fourth rib was necrosed, as also 
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that of the ninth throughout the greater part of its length, and 
surrounded by fresK bony material. Both the pulmonary and 
parietal pleurae in close connection with the necrosed ribs were 
perfectly healthy. The lungs were emphysematous. The 
heart, liver, and spleen were natural. The capsule of the left 
kidney was slightly adherent ; on its posterior and upper surface 
a mass of pale fawn colour projected, which proved to be an 
abscess the size of a hazel nut; near it was a moderate sized 
infarctus. The kidney was greatly congested and weighed 
^ vij. The right was congested ; in other respects natural. The 
scalp separated naturally. The dura mater appeared thicker 
than usual and had a somewhat cartilaginous feel. On re- 
flecting the dura mater the surface of the arachnoid was rather 
opaque, and there was a large quantity of subarachnoid fluid. 
At the base of the brain a mass of greenish coloured puriform 
lymph was found covering the right side of the pons, and about 
half of the medulla oblongata vas covered with similar lymph ; 
it was spread also over the under surface of the cerebellum, 
dipping down into the groove round the flocculus, but had no- 
where invaded the brain substance. The whole patch of lymph 
was of an irregular oval shape about 1 '5 inches in length by the 
same in its greatest breadth ; through the midst of this lymph 
the right inferior cerebellar artery passed, and its canal was 
occupied by a firm fibrinous clot of some standing. A portion 
of the petrous bone in advance of the internal auditory meatus 
was slightly discoloured, but the dura mater over it was ad- 
herent and natural, and there was no discharge from the ear, 
nor, as far as I could learn, had there ever been during life. 
Case XVI. appears to be one of acute arachnitis, similar to 
that not unfrequently met with after injury to the scalp or 
skull. No evidence of any concussion or blow was obtained 
either from the friends, or from a careful investigation of the 
body itself. The presence of albumen, and the low specific 
gravity of the urine drawn off", might possibly have been owing 
to the brain disturbance ; but the history of oedema of the feet 
and legs some twelve months previously, and the condition 
of the kidneys, which were large and had their capsules un- 
duly adherent,* with the stellate veins prominent, render it 
probable that the brain affection was coexistent with, if not 
dependent on, uraemic poisoning. .Case XVII. I regard as one 
of pyaemia, as is shown by the presence of an abscess in the 

* I have unfortunately mislaid or lost the note of the microscopical appear- 
ances of the kidneys, and do not venture to trust to my unassisted recollection. 
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kidney ; the cerebral mischief had as its starting-point the 
occluded inferior cerebellar artery. The latency of the brain 
affection, with so much mischief present in the meninges of 
the brain, is remarkable. The arachnitis appeared to be 
nearly as acute as in Case XVI., yet there was no delirium, 
and the pain in the head appears to have been almost as severe 
on admission as during any of the remainder of his life. In 
Case XVII. we meet with a chronic disease which was 
tolerated by the brain, and led to no acute disturbance of its 
functions ; whilst in Case XVI. the whole disease appears to 
have run its course in three days with violent functional dis- 
turbance. 

Case XVIII. — Embolism of the left middle cerebral artery — 
Facial paralysis — Imperfect speech — Hemiplegia — Death in 
Jive mojiths. 

Charles M., aet. 45 ; admitted March 7 ; died August 11, 
1867. 

History. — When admitted he was in an excited state, and 
was unable to speak ; there was partial facial palsy. After 
being in the Hospital some time hemiplegia of the right side 
came on, and the imperfection of speech remained and became 
worse ; he could only articulate two or three words distinctly — 
such as ^ probable,' ^ damn,' * yes ' — and was unable to put out 
his tongue. He appeared quite sensible until near the close 
of his life, and made frequent efforts to speak, which always 
eventuated in one or other of the above words. The hemi- 
plegia varied a little from time to time, but latterly was quite 
complete. He gradually became feebler, and died without any 
fresh brain symptoms. 

Autopsy twenty-eight hours after death. — Body emaciated ; 
decomposition advancing ; rigor mortis inconsiderable. The 
scalp was very adherent to the bones of the head, and pos- 
teriorly oedematous ; calvaria separated naturally. On re- 
flecting the dura mater the surface of the right hemisphere was 
natural, but very pale. The left hemisphere was very soft, 
feeling quite diflluent, but the convolutions retained their 
distinctness. On section of the left hemisphere the greater 
part of it was found to be o£ the consistency of thin cream, and 
of a dirty stone colour. The convolutions near the vertex and 
frontal lobe were not so much softened as those of the temporal 
lobe. The fluid in the left ventricle was clear, and its walls 
natural. The sensory ganglia on the left side were softer than 
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those on the right, the right half of the brain being pallid 
and ansemic, but firm. 

The arteries at the base of the brain were healthy, but the 
main trunk of the left middle cerebral artery, as well as its 
principal divisions, was occupied by an organised clot, adherent 
at points only to the walls of the vessels, and by no means 
obliterating the whole canal. 

There were a few thread-like pericardial adhesions over the 
left ventricle. The right chambers of the heart were some- 
what dilated and hypertrophied, the left very much so. The 
aortic valves were rendered rigid by calcareous deposit within 
them, and the cusp next the pulmonary artery had given way, 
being turned downwards towards the ventricle. The muscular 
substance of the heart was very soft and mottled with pale 
patches. The heart weighed ^ xxv.ss. The aorta was healthy ; 
embolic masses were found in the kidneys but not in the spleen ; 
the liver was nutmeggy. 

The pathological changes recorded speak so eloquently for 
themselves, that remarks on them are almost superfluous. I 
apprehend that the artery was at first wholly occluded, and 
that the nutrition of the brain became so impaired that when 
the canal of the vessel again became pervious reparation of the 
brain substance was impossible. I am unable to suggest any 
explanation why the clot should have become organised and 
adherent to the sides of the artery at distant points only, 
instead of leading to its obliteration and conversion into a 
fibrous cord, as more usually occurs. 

Case XIX. — Carcinomatous tumours in the brain — Apoplectic 
seizure — Partial hemiplegia — Second attack — Unilateral con-' 
vulsions — Coma — Death in twenty^ight hours. 

George P., »t. 49 ; admitted January 20 ; died January 
22, 1868. 

History. — He was picked up insensible by the police, and 
brought to the Hospital. Six weeks previously he had been 
found lying at the bottom of some steps near his abode ; when 
found he was conscious, but did not know what had happened ; 
since that time the left side had been partially paralysed, but 
not sufficiently so to prevent his getting about. He had lately 
passed large quantities of pale urine, and his appetite had been 
ravenous. 

When brought to the Hospital he was insensible, his pupils 
natural, but insensible to light. ^ He looked like a man 
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lecovering from an epileptic fit.' The left side appeared to 
be paralysed. 

By 5 P.M., two hours and a half after admission, he had had 
nine attacks of convulsions ; they were unilateral, affecting the 
left side. Pulse 130, full. Cupped to six ounces, after which 
he perspired freely and the pulse became softer. 10 p.m. — 
Has had a constant succession of fits, each lasting about three 
minutes, and there being about a minute's interval between 
them. Bowels have acted, and he has passed a small quantity 
of urine loaded with lithates, and containing a large quantity 
of albumen. 

January 21. — No fits since 10.30 p.m. last night; coma is 
becoming deeper, and breathing stertorous ; died at 3.30 p.m. 

Autopsy twenty-one hours after death. — Body fairly nou- 
rished, much internal fat ; rigor mortis considerable ; scalp 
rather adherent ; calvaria somewhat congested. On reflecticg 
the dura mater the convolutions were seen slightly flat- 
tened ; the sides of the longitudinal fissure were adherent. 
The ventricles were distended with clear serum, and their 
walls firm and tough. The substance of the hemispheres 
was rather congested and watery, but firm and even tough. 
Situated in the right cms of the cerebrum, below the cor- 
pora quadrigemina and posterior portion of the optic thala- 
mus, was found a rounded, soft, pink-coloured mass, about the 
size of a small marble, looking at first sight not unlike a cyst ; 
round about this mass was a small quantity of extravasated 
blood ; but the tumour itself was of a delicate pinkish-grey 
colour, very similar to that of the grey matter of the brain 
when congested. The brain in its immediate vicinity was not 
altered in structure or softened. Situated in the anterior 
portion of the left optic thalamus just anterior to the soft com- 
missure, and slightly encroaching on the corpus striatum, was 
a similar but rather larger mass, and round this there was no 
extravasation of blood ; over its surface two or three distended 
vessels could be distinctly traced. By its pressure it had 
made a small pit on the inner side of the right optic thalamus, 
but was not continuous with the substance of the right optic 
thalamus. 

The lungs posteriorly were congested and softened. 

The heart was slighdy hypertrophied on the left side. 

The kidneys were granular and contained numerous small 
cysts ; externally they were loaded with fat. The supra-renal 
bodies were large and their cortex contained yellow-coloured 
masses. These when examined under the microscope were 
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composed entirely of oil globules, and a mere granular and 
molecular debris. The remaining viscera were healthy. 

Portions of the cerebral tumour examined microscopically 
consisted almost entirely of rounded nucleated cells of a very 
uniform size, and a little smaller than white blood-globules. 
Both in the microscopic appearances and to the naked eye 
the tumours answer most closely to Virchow's description of 
Glioma of the brain.* 

This specimen after being for long in spirit was shown at 
the Pathological Society, and referred to the committee on 
morbid growths. In their report they stated, first, that the 
specimen was not in a fit condition for examination ; and, 
secondly, that they saw no cause to consider the changes which 
had occurred in the brain tissue to be other than haamorrhagic 
effusions. I presume those who examined the specimen, in- 
vestigated the discoloured portions round the tumour where 
haemorrhage had taken place, and not the adventitious growth 
itself. The drawing taken of the specimen in the recent state, 
as well as the opinion of all who then saw it, is, I think, 
sufficient evidence with my own to counterbalance their report. 
Primary cancer of the brain is a comparatively rare form of 
carcinoma, and when it occurs, Rokitansky says, * there is 
usually but one adventitious growth in the brain, but when 
there are two it is interesting to notice that they not un- 
commonly occur symmetrically in corresponding portions of 
the brain.' Virchow f also states that Glioma of the brain is 
usually solitary, adding that this is especially true of the soft 
forms, whilst the hard are often multiple. This instance forms 
an exception to the general rule, both adventitious growths 
being situated on the same side of the brain. 

The succeeding case is one of syphilitic gumma in the 
membranes of the brain, originating probably in the dura mater. 
Dr. Abercrombie J has given a description of a tumour very 
similar in appearance to the one here described, and Dr. Wilks 
has both described and figured one nearly identical. § 

Case XX. — Syphilitic cachexia^ with deposits in the dura mater 
and liver — Epileptiform convulsions — Coma — Death. 

John B., aet. 34 ; admitted June 6 ; died July 11, 1867. 
History, — A sailor, broken down by syphilis and tropical 

* ' Die krankhaften Geschwiilste,' 2tep Band, p. 131, 137. 
t Loc. cit. p. 147. X lioc. cit. Case vi. p. 46. 

§ 'Guy's Hospital Reports,' 1866, p. 49. 



158 Cerebral Pathology. 

fever, from both of which he had frequently suffered. When 
admitted he had indistinct symptoms of ague, with pains in 
all his limbs, enlargement of the clavicles and nodes on the 
tibise, but made no complaint of his head ; at first he improved, 
but was suddenly seized the day before his death with epi- 
leptiform convulsions, and became comatose and died. 

Autopsy forty hours after death. — Body poorly nourished; 
the skin over the face, arms, and legs of dingy brown 
colour ; scars of numerous circular ulcers about the legs and 
ankles, the scar of a bubo in the right groin, and nodes 
on the clavicles and tibiae. Rigor mortis had nearly passed 
off, and there was commencing green discoloration of the 
abdomen. The bones of the skull were extremely thick and 
dense, especially the frontal bone ; the dura mater natural 
except over the anterior surface of the right frontal lobe, where 
a tumour the size of a walnut was found in connection with the 
membrane; around the tumour all the membranes were ad- 
herent, and it appeared to have involved them alL The tumour 
had caused partial absorption of the frontal bone, which was 
somewhat altered in texture, the diploe being white and having 
a granular appearance, and though thick was not hard ; the 
portion which was most altered in appearance was surrounded 
by a ring of increased vascularity. On section the tumour 
was of a bluish-white colour and very firm ; its limits, where 
it came in contact with the cerebral hemisphere, were irregular 
but well defined, the brain substance in immediate connection 
with it being diffluent. Throughout the cerebral hemispheres 
the puncta cruenta were unusually numerous and large, and 
the brain was soft and oedematous. The mass, when examined 
microscopically, presented an indistinctly corpusculated appear- 
ance, here and there fibrillated, but without any distinct cells 
or fibres, and chiefly made up of granular and molecular 
elements. No other adventitious masses were found in the 
brain or its meninges. 

The pericardium contained 3j, of slightly turbid fluid. The 
left pleural cavity contained a little similar fluid and some 
loose lymph. The lower lobe of the left lung was in a state of 
hypostatic pneumonia. The right pleura and lung were natural. 
The bronchial glands oedematous. Numerous firm membrani- 
form bridles passed between the upper surface of the liver and 
the diaphragm ; the surface of the liver was irregular, each 
bridle springing from a depressed portion, and in the centre of 
each depression a small mass similar in colour and general 
appearance to the mass in the brain was found, situated imme- 
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diately beneath the liver capsule. These masses, examined 
microscopicallj, furnished the same granular and indistinctly 
corpusculated materials as the larger tumour in the brain. The 
liver tissue generally appeared healthy ; it weighed 3lbs. 8^oz. 
The gall bladder contained thick, dark olive-green bile. The 
remaining viscera and the testes were normal. 

Case XXI. — Tubercular meningitis — No tubercle detected in 
the thoracic or abdominal viscera — Diarrhceoypain in the head 
and vomiting — Constipation — Death on the twentg-second or 
twenty-third dag, 

Alice C, aet. 6 ; admitted July 23; died August 4, 1867. 

History. — Her father brought her to my out-patielit room 
on the 19th. She had then been ill five days. Her illness 
commenced with pain in the head and diarrhoea; this was 
followed by vomiting, and since the accession of the vomiting 
the bowels had been confined. Her father refused to leave 
her in the Hospital, but after four days she was brought back 
and admitted. On the 24th she had no action of the bowels 
and no vomiting; had passed a quiet night, and appeared 
heavy and drowsy ; pupils dilated and acting sluggishly ; ab- 
domen retracted; temperature 100*6° F. ; pulse 76, regular. 
She remained in much the same state until the evening of the 
29th, when she was very restless. On the 31st some slight 
convulsive twitchings of the facial muscles were noted. Au- 
gust 2. — Pupils dilated ; the conjunctivae and the skin appeared 
wholly deprived of sensation. Temp. 99*7° F. ; pulse 112, 
irregular ; respirations 20. August 3. — The left arm was in 
a state of tonic spasm; temp. 101° F. ; respirations 32. 

Autopsy about twenty-four hours after death. — Body fairly 
nourished ; green discoloration of the abdomen. The scalp 
and calvaria natural ; the pia mater was somewhat con- 
gested, and numerous small white specks were visible along 
, the course of the vessels. At the base of the brain an abun- 
dance of ordinary tubercular lymph was found. The Sylvian 
fissures had their sides unduly adherent. The convolutions 
were flattened and the ventricles were distended with clear 
fluid. The fornix and velum interpositum were softened. The 
cerebellum was much paler than the rest of the brain, which 
was nowhere much congested. 

No tubercle was detected in any of the other organs. 

The next case is a strong contrast to the above, general 
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tuberculosis of the viscera having occurred. Though no tubercle 
was detected by the naked eye in or on the brain, the softened 
condition of that organ, and the diffusion of tubercle through 
the other viscera, render it highly improbable that it had 
escaped. 

Case XXII. — Tubercular meningitis (?)-^ Tuberculosis of 
thoracic and abdominal viscera — Slight cough — Diarrhcta 
— Convulsions — Death about twenty hours after the first 
convtilsion. 

Annie B., set. 2^ ; admitted May 11 ; died May 23, 1868. 

History, — Admitted suffering from slight cough and severe 
diarrhoea. The child continued much in the same condition 
until the evening of the 22nd, when it was seized with con- 
vulsions, and continued to have a series of convulsive attacks 
until noon of the 23rd, when it died convulsed. The child 
had always been sickly. 

Autopsy forty-eight hours after death. — Body poorly nou- 
rished ; rigor mortis nearly passed off. Scalp and calvaria 
natural. The surface of the brain a good deal congested. 
The brain was soft and watery, and the gray matter had a 
pinkish tinge, but no granulations on or thickening of the 
membranes * were detected with the naked eye. 

On both layers of the pleurae were situated small greyish- 
white granulations the size of split hemp-seeds. The pleurae 
were universally adherent. The volume of the lungs was 
increased, they felt solid, and were stuffed with tubercle. The 
trachea and bronchi pallid. The mucous membrane of the 
glottis looked succulent, and was thrown into large longitudinal 
folds, but it could not be said to be oedematous. 

The bronchial glands were infiltrated by firm yellow tubercle. 

The spleen, liver, and kidneys, were all filled with small 
masses of yellowish white tubercle, and the peritonaeal cap- 
sules of them, and of the gall-bladder, covered with small- 
granulations. 

The mesenteric glands were enlarged, and occupied by firm 
yellow tubercle. The mucous membrane of the intestine 
was the seat of tubercle which had here and there begun to 
ulcerate. 

The peritonaeum lining the pelvis was free from granulations. 

* Unfortunately, the portions of membranes reserved for microscopical examina- 
tion were spoilt before I had an opportunity of examining them. 
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Case XXIII. — Tubercular meningitis — Tubercle on the peri-- 
toncBtiniy and in the substance of the liver y spleen^ and bronchial 
glands, 

William M., aet. 8 ; admitted July 10; died July 14, 1868. 

No history was obtained. 

The convolutions of the hemispheres flattened. A large 
quantity of slightly turbid fluid in the ventricles of the brain, 
which were much dilated. The fornix and velum interpo- 
situm much softened ; the whole brain watery. At the base 
of the brain a small quantity of yellowish lymph was met 
with. 

There were a few small masses of tubercle on the pulmonary 
pleura. 

The bronchial glands contained tubercle, as did the liver and 
spleen. 

The peritonaBum over the under surface of the diaphragm 
was studded with small tubercular masses. The lungs con- 
tained no tubercle. 



Case XXIV. — Tubercular meningitis — No tubercle noted in 

any other organ, 

Charles B., 8Bt. 5 ; admitted June 20 ; died July 4, 1868. 

History, — His mother attributed his illness to a kick he had 
received over the eye three weeks before admission. 

No note of his symptoms was taken. 

Autopsy twenty-eight hours after deatL — On the surface 
of the brain, especially over the left hemisphere, were small 
greyish granular deposits about the size of pins' heads, lying 
along the course of the vessels. At the base of the brain an 
abundant thick deposition of yellowish lymph completely cover- 
ing the origins of the cranial nerves was found. The ventricles 
contained a considerable quantity of fluid. The posterior por- 
tion of the brain much softened, and the fornix and con- 
tiguous parts almost diffluent. 

No tubercle was noted as present in other organs. 
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Case XXV. — Tubercular meningitis — Tubercle in the bron- 
chial glands — History of an injury to the head — Vomiting, 
constipation, paralysis, and anaesthesia of right side; jacti- 
tation of left — Coma — Death nineteen or twenty days from 
commencement of symptoms. 

Stephen M., aet. 10 ; admitted March 7 ; died March 16, 1868. 

History. — He had always enjoyed good health, and had 
worked as a bricklayer's lad. Ten days before admission the 
man with whom he worked was stated to have knocked his 
head against the wall, and some of the other workmen to have 
done the same the next day ; * two days afterwards he vomited, 
and the vomiting has remained constant ever since. The day 
before admission he had a fit, with loss of consciousness and 
speech. On admission his face was flushed, and there was 
facial paralysis on the right side ; the right arm and leg were 
also paralysed, and there appeared to be complete ansesthesia 
of the skin over them. The left arm and leg were continually 
tossed about, so that it was impossible to keep any bed-clothes 
on him. He moaned frequently, but was quite unconscious. 
Pulse 112, moderate volume. The bowels are reported not to 
have acted for twelve days. He passed urine freely in the bed. 

On the 8th he appeared slightly more conscious, but did not 
speak. The bowels had acted freely after an enema. No 
vomiting. On the 9th he had regained power slightly on the 
right side. During the next four days he remained much in 
the same condition (the bowels acting after castor oil), and 
taking food pretty readily. He scarcely ever spoke, but 
moaned and cried out a good deal at times. On the 14th the 
stupor had increased, and he did not take food so willingly. 
On the 15th he became quite comatose, and died the next 
day without recovering sensibility. 

Autopsy twenty-nine hours after death. — No trace of injury 
to the soft parts or to the bones of the skull was perceptible. 
The body had a considerable amount of subcutaneous fat. 
The calvaria natural. Dura mater congested. The convolu- 
tions were flattened, and the vessels of the pia mater full of 
blood ; along the course of the vessels over the temporal lobes 
numerous small white specks were found. At the base of the 
optic commissure, the interpeduncular space and the pons were 

* At the inquest it appeared doubtftil whether any violence at all had been used : 
the father and mother of the deceased had evidently an old grudge against the 
accused. Evidence was given to show that the deceased made no complaint of 
being hurt, and his parents admitted that there was no bruise of the head. 
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almost hidden by greenish lymph, which spread also into the 
Sylvian fissures. 

The bronchial glands were occupied by crude grey tubercle. 
At the apex of the left lung a small hard body the size of a 
pin's head was met with, but with these exceptions no trace of 
anything resembling tubercle was found. 

All the abdominal organs and the peritonaeum appeared 
healthy. 

Case XXVI. — Tubercular meningitis — Tubercle in the lungs 
— Slight rigors — Vomiting — JPain in the head very slight — 
Death on the fifteenth day. 

Henry P., aet. 23 ; admitted May 18 ; died May 26, 1868. 

History. — Applied as an out-patient on May 14; stated 
that three days previously, after exposure to wet, he had had 
slight shivering, followed by sickness. On the 18 th he returned 
appearing much worse, the vomiting not having ceased, but 
not complaining of pain anywhere. He was then admitted. 
The vomiting continued for the next twenty-four hours ; tongue 
clean, bowels acted, pulse rapid. Slight pain in the head, and 
the pupils unequal. On the evening of the 19th the vomiting 
ceased. During the rest of his life in the Hospital he was 
sleepless ; wandered slightly at times, especially at night, but 
was not noisy; made scarcely any complaint of pain in the 
head; his pupils remained unequal and his pulse rapid; his 
breathing gradually became laboured and oppressed, and he 
died without the occurrence of any convulsions on the 26th. 
His temperature never exceeded 100° F. 

Autopsy twenty-four hours after death. — Body well nourished; 
rigor mortis marked. There was an old scar on the right 
superciliary ridge, but it was confined to the skin, not being 
adherent to the pericranium, and the frontal bone beneath the 
scar being quite natural. On removing the calvaria and re- 
flecting the dura mater, flattening of the cerebral convolutions 
was very marked. There were numerous small tubercles 
found in the membranes at the base of the brain, and a smaller 
number on the superior portion of the membranes. 

The ventricles contained a considerable quantity of turbid 
fluid, and the surfaces of the lateral ventricles were covered 
with small, elevated, sand-like bodies. The central portions of 
the cerebrum and the fornix were much softened. 

The lungs were very thickly studded with miliary tubercles. 

The rest of the viscera, as far as they were seen, were healthy. 

M2 
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Case XXVII. — Tubercular meningitis — Masses of tubercle in 
the cerebellum — Tubercle of the serous membranes, lungs, and 
mucous membrane of the bladder and intestines — Feeble 
health, frequent pain in the head, occasional vomiting, and 
strabismus — No convulsions or coma, 

John William H., aet. 7^; admitted February 20; died 
March 17, 1868. 

History. — The child was stated to have been in bad health 
for a year, and to have complained frequently of pain in the 
head for five months. A fortnight before admission strabismus 
was observed, but it did not remain constant. He vomited 
occasionally, and complained of giddiness. During his life in 
the Hospital he had no vomiting, the bowels were easily acted 
on, and the motions copious. He had occasional strabismus, 
but made very little complaint of pain in the head. His pulse 
was regular and very rapid. He complained chiefly of pain 
in the belly, and died apparently from exhaustion. 

Autopsy forty-eight hours after death. — Body fairly nourished; 
the subcutaneous tissue did not contain much fat, but the sub- 
peritonaeal tissue was in places loaded with fat ; rigor mortis con- 
siderable. Scalp unduly adhered to the pericranium. The skull 
measured 19^ inches in its largest circumference. Calvaria 
natural. The arachnoid was dry and sticky, and the convolutions 
of the hemispheres slightly flattened. The membranes at the base 
of the brain, from the optic commissure to the pons were dotted 
with small white specks, but no lymph was found on them ; 
they were thickened and much matted together in the fissures 
of Sylvius. On slicing the cerebral hemispheres the brain was 
found firm and pallid. The lateral ventricles greatly dilated. 
The septum lucidum broken down, and the fornix much 
softened. The cerebellum was infiltrated with firm yellow 
tubercle, which dipped in between the convolutions, and two 
or three distinct masses, the size of small beans, were found in 
the left cerebellar hemisphere. The portions of the cerebellum 
in immediate connection with these masses were softened and 
nearly diffluent. The pleurae were covered with small granu- 
lations more easily felt than seen. The lungs contained a 
quantity of grey miliary tubercle. The bronchial glands con- 
tained grey tubercle. 

The capsule of the liver was studded with small whitish 
granulations, from which bands of membrane passed to the 
under surface of the diaphragm. 
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The liver itself appeared quite healthy. . The spleen was 
pale and soft, no trace of tubercle being detected in its sub- 
stance, but numerous bands of adhesions connected its capsule 
with the surrounding parts. The kidneys appeared quite 
healthy. 

The mucous membrane of the bladder was ulcerated at the 
fundus over a space the size of a shilling. The peritonaeal 
surface of the bladder was at this point adherent to the rectum, 
which was also ulcerated, as were the small intestines through- 
out the greater portion of their course. The mesentery itself 
appeared free from tubercle, but the serous coat of the intestine 
was covered thickly with small opaque granulations. 

Case XXVIII. — Tubercular meningitis — Tubercle on the 
serous membranes — Gradual loss of power in the lower ex- 
tremities — Vomiting — Coma — Duration of symptoms un^ 
certain, 

Henry R., aet. 16 ; admitted July 18 ; died August 2, 1868. 

History. — On admission he appeared to be suffering from 
extreme debiKty, and some slight loss of power in the right 
leg. Two months before admission he was stated to have had 
fever, was confined to his bed for three weeks, and was delirious 
during the course of his illness ; after recovering sufficiently to 
leave his bed, a fortnight elapsed before any impairment of 
power in the leg was noticed, and the loss of power gradually 
increased up to the time of his admission. Sensation in the 
limb appeared unaffected. At first he appeared to improve, 
but on the 24th his pulse was observed to be irregular. On the 
25th vomiting occurred, which continued constant, until he 
became comatose during the night of the 29th. He remained 
in a comatose condition until a few hours before his death, 
when he, to a certain extent, recovered his senses, recognising 
his mother, and taking food. 

Autopsy thirty hours after death. — Body greatly emaciated ; 
rigor mortis considerable. Scalp and calvaria natural. The 
vessels of the pia mater somewhat congested. The sides of 
the longitudinal fissures, as also those of the fissures of Sylvius, 
were unduly adherent. A patch of dense yellow tubercular 
lymph was found situated on the posterior lobe of the left hemi-» 
sphere ; it was most abundant on the inner aspect of the 
hemisphere, and in the neighbourhood of the internal parieto- 
occipital fissure. The lymph appeared to be situated beneath 
the pia mater, and dipped with it into the sulci, section of the 
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brain disclosing the yellow lymph passing down with the mem- 
brane to the bottom of the sulci. The brain substance itself, 
in immediate connection with the patch of lymph, was slightly 
congested, but not softened; the rest of the brain and its 
membranes appeared natural. 

The right pleural cavity contained a few soft adhesions, and 
the pulmonary pleura was extensively ecchymosed, and here 
and there had a little lymph upon it. The lower lobe of the 
right lung was congested and solidified, containing scarcely 
any air; the upper lobe had a few hard nodules of grey 
tubercle scattered throughout it. The left lung was uniformly 
infiltrated with masses of tubercle. The bronchial glands were 
enlarged, and occupied by yellow tubercle. The spleen was 
adherent to the diaphragm and. the abdominal wall, and con- 
tained numerous masses of yellow tubercle of the size of peas. 

The capsule of the liver was everywhere studded with small 
opaque granulations, and numerous adhesions passed from its 
upper surface to the diaphragm. No deposit could be detected 
in the substance of the liver itself. 

Scattered over the surface of the kidneys were numerous 
small whitish specks, and similar ones were found in the 
cortical substance on section of the organs ; the spleen con- 
tained numerous small yellow rounded masses of tubercle. 
The peritonaeum covering the stomach and abdominal walls 
was everywhere covered with small flattened granulations, 
varying in size from that of a split pea to an almost invisible 
speck ; the mesentery and pelvic part of the peritonaeum were 
quite free from granulations. 

Case XXIX. — Tubercular meningitis — Tubercle and cavities 
in the lungs — Phthisis — Partial paralysis — Noisy delirium — 
Death — Advent of cerebral symptoms uncertain. 

Mary Ann G., aet. 47; admitted January 31; died Fe- 
bruary 13, 1868. 

History. — A poorly nourished woman, who, when admitted, 
appeared to be in the last stage of phthisis. She was ex- 
tremely exhausted, her body slightly anasarcous, and con- 
siderable anasarca of the lower limbs. She was apparently 
densely stupid, but answered questions coherently. At first 
she seemed to improve a little and be a little stronger, but 
after being a week in hospital, she partly lost control over the 
sphincters, and her lower extremities became almost wholly 
paralysed. She now had considerable delirium at night, sing- 
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ing and shouting, but was tolerably quiet during the day, but 
sleepless. If vomiting occurred at all it was not persistent or 
marked. She sank at last gradually. 

Autopsy thirty hours after death. — Body poorly nourished 
and anasarcous ; anasarca most marked in the right lower ex- 
tremity. The cerebral convolutions prominent, showing no 
evidence of flattening. Much serosity in the subarachnoid 
spaces. In the Sylvian fissures, and at the base of the brain, 
numerous small granules and specks of tubercle were scattered 
throughout the pia mater, and the whole membrane was 
opaque. The brain appeared atrophied. There was no tu- 
bercle in the brain substance itself. 

There were numerous firm and tough adhesions in the left 
pleural cavity, most abundant near the apex ; some also in 
the right, but neither so numerous nor so tough. Both lungs 
were stuffed with tubercles, and at the apex of the left was a 
large irregular cavity. The lungs generally were congested. 
No tubercle was noticed as present in the other organs. 

Case XXX. — Tubercular meningitis — Tubercle on the serous 
membranes^ and in the mucous membrane of the large in- 
testine — Pain in the head — Vomiting — Coma — Death on the 
twelfth day from accession of cerebral symptoms, 

Mary Ann S., aet. 24 ; admitted October 15 ; died Oc- 
tober 17, 1867. 

History. — During her confinement, twelve months before 
the commencement of her illness, she had convulsions ; suckled 
her child up to October 10, four days after the- commence- 
ment of her present illness, which began with severe pain in 
her head and vomiting on October 6. On the 7th headache 
was worse and the light painful to her eyes. On the 9th she 
first became delirious. On the 10th she could with difficulty 
be roused ; the bowels relaxed, the stools reported to be light 
in colour and watery. On the 13th she was quite sensible 
again. Soon after admission on the 15th she became comatose, 
and died without again recovering her senses. 

Autopsy nine and a half hours after death. — Body fairly 
nourished ; still warm. Rigor mortis present and considerable. 

The scalp and calvaria natural. The dura mater a little 
congested ; the convolutions of the cerebral hemispheres 
appeared slightly flattened, and a few transparent granulations 
could be seen situated along the course of the vessels ; similar 
granulations were found on the parietal layer of the arachnoid. 
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At the base of the brain a good deal of serum was present, and 
some membraniform lymph about the circle of Willis; the 
Sylvian fissures also were glued together by recent lymph. 
The fluid in the ventricles was clear, and not more abundant 
than usual. The septum lucidum and fornix were soft and 
almost diffluent, and the temporal lobes were much softer than 
the rest of the cerebrum. The sensory ganglia were also softer 
than usual, but did not appear congested or altered in structure. 

PleuraB. The left was studded with small transparent 
granulations ; at the base of the lung it was ecchymosed, and 
covered with a little recent lymph. The cavity of the right 
pleura was obliterated, but the layers could he separated easily, 
and the granulations on the pleura were larger than those on 
the left. At the apex of the right lung a small calcareous 
mass was found, and a large quantity of miliary tubercle was 
scattered throughout both lungs. Bronchial glands contained 
cheesy tubercle. 

Pericardium and heart natural. 

The capsule of the liver looked as if sanded over with small 
transparent granulations. On section the organ was pale and 
soft. No tubercle detectable in its tissue. Weight 2 lbs. 
14 oz. The capsule of the spleen was roughened by adherent 
lymph, but no tubercle could be discovered in it. The capsules 
of the kidneys separated easily, leaving the surface smooth, but 
irregularly congested ; in their substance numerous small white 
specks were seen on section. Scattered throughout the colon 
were numerous small tubercular ulcers. Attached to the right 
broad ligament were a few small cysts. The mammae con- 
tained a little thin opalescent fluid. 

The microscopical appearances presented by the lymph from 
the Sylvian fissures, the granulations on the peritonaeum, and 
the masses in the lungs, were almost identical. In the lymph 
from the brain the corpuscular elements were embedded in a 
larger quantity of fibrillated material. 

Case XXXI. — Tubercular meningitis and pericarditis — Death 
on the seventeenth day from advent of cerebral symptoms, 

Mary Ann Y., aet. 24; admitted June 20; died June 26, 
1867. 

History, — A cook. She had not been in the enjoyment of very 
good health for a year or more, and on June 10 she awoke 
with a severe headache, and in the course of the day had a 
fit, remaining in a state of insensibility for nearly three hours ; 
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she was able to continue her work, although feeling ill and 
frequently vomiting, until the 16th, when she became worse, 
and was obliged to take to her bed, suffering very severely 
from headache. During her life in the Hospital, she appeared 
stupid and heavy, but answered questions rationally, and took 
nourishment when offered her, but never asked for anything. 
At night there was always an increase of the cerebral symp- 
toms, and occasionally she screamed violently. Her pupils 
were natural, but acted sluggishly, and strabismus was noticed 
once or twice. On the day of her death she appeared brighter 
and more conscious, and complained of severe pain in the back 
of the head. Her urine and motions were passed unconsciously, 
the bowels being freely acted on by Hst. magn. sulph. ^ i. ter 
die. She had no vomiting whilst in the Hospital. The pulse 
was rapid, 120 to 130, and the temperature of the skin was 
constant at 100*" to 101° F. 

Autopsy thirteen hours after death. — Rigor mortis slight. A 
large quantity of subcutaneous fat was present, especially in 
the abdominal parietes. The scalp and calvaria natural. In 
the longitudinal sinus was a small recent clot. The vessels of 
the pia mater were uniformly congested, and along the course 
of some of them the membrane was studded with small white 
specks. About the optic commissure there was an abundant 
deposition of lymph, as in the fissures of Sylvius, where the 
lymph felt hard and gritty. On section the brain substance 
was firm. The ventricles contained no undue quantity of 
serosity. The choroid plexus and velum interpositum ap- 
peared thickened by the presence of oedematous lymph. The 
under surface and pillars of the fornix were softened. 

No adhesions were met with in either pleura. At the apex 
of the right lung, a small hard greyish-white mass the size of a 
pea was found, and several similar masses in the upper lobe 
of the left lung. Some of the bronchial glands were enlarged, 
containing cheesy material of a yellowish-grey colour. The 
two layers of the pericardium were universally adherent, and 
when separated small masses of a grey colour were found on 
both the visceral and parietal layers ; these were most abundant 
over the posterior surface of the left ventricle. The grey 
masses dipped down from the pericardium into the muscular 
tissue of the heart to the depth of one or two lines. In all 
other respects the heart was natural, and its weight ^^vij. 

The rest of the viscera were natural, no trace of tubercle 
being detected on the peritonaeum, or in the substance of the 
Uver, spleen, or kidneys. 
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Case XXXII. — Tubercular meningitis — Tubercles on the 
pleurcB and in the lungs and bronchial glands — Headache — 
Delirium — Coma. 

Ann D., aet. 43 ; admitted June 23 ; died July 1, 1868. 

History. — Taken ill suddenly a week or more before admis- 
sion, whilst she was exposed to the sun in a garden. She 
seemed faint, and her illness was supposed to be due to the 
heat of the weather. On admission she had the appearance of 
being very obstinate; she was not at all unconscious, but 
appeared absorbed, as it were, with her complaint ; and it was 
with difficulty ascertained that she had diffused pain over the 
head. The night after admission she was very delirious ; the 
headache continued, and her temperature was high. In a day 
or two inequality of the pupils ensued ; she gradually became 
unconscious, and died without any paralysis of her face or 
limbs being noticed. 

Autopsy twenty-fourhours after death. — Body fairly nourished, 
there being a considerable quantity of subcutaneous fat, and 
rather an undue quantity about the viscera. Rigor mortis mode- 
rate. Scalp natural ; the calvaria was of remarkable thickness 
and density, and was greatly congested, as was the dura mater ; 
on reflecting the latter the arachnoid was found sticky and dry, 
and the vessels of the pia mater intensely congested. The 
convolutions appeared slightly flattened, and along the course 
of the vessels, especially over the lateral region of the left 
hemisphere, numerous smaU irregularly shaped masses of a 
whitish-yellow colour were scattered. 

On slicing away the hemispheres, the ventricles were found 
considerably dilated, and filled with slightly turbid fluid. The 
septum lucidum was broken down, and the fornix much 
softened. The choroid plexus was natural, but there was a 
quantity of adventitious and very oedematous lymph about the 
velum. The left hippocampus minor and the adjacent brain 
were very soft, and there were numerous small punctiform 
extravasations into its substance. 

The membranes at the base of the brain and about the optic 
commissure were matted together by recent lymph. On the 
superior surface of the cerebellum the membrane was covered 
with lymph, and on its right hemisphere, above the flocculus, 
was a patch of lymph half an inch long by a quarter broad, and 
about one-eighth of an inch in thickness. Scattered over both 
pleurae in nearly equal quantity were vast numbers of small 
whitish granulations, and the lungs were stuffed with grey 
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mSiary tubercle. The bronchial glands contained old cretaceous 
masses. The peritonasum over the liver had granulations, 
similar to those on the pleurse, on it. No tubercle was dis- 
covered in the substance of the liver or spleen or any abdo- 
minal organ. 

Case XXXIII. — Tubercular meningitis — Tubercle in the 
lungs and kidneys — Headache for several months — Intense 
pain in the head — Vomiting — Coma — Death on the twenty^ 
second day from advent of severe cerebral symptoms, 

John Michael C, set. 38 ; admitted November 6 ; died 
November 9, 1867. 

History. — Was a draper's assistant, and till within ten 
months of his death had been very intemperate ; since leaving 
off drink had become a great smoker. During the winter of 
1866 he had pleurisy, attended with considerable delirium at 
night. Throughout the summer of 1867 he had complained of 
headache ; on the night of October 20 the headache became 
intolerable, and he vomited ; the headache continued so severe 
that he was confined to his room, the pain being situated 
between the eyes and across the forehead. On the 31st he 
vomited two or three times every hour, and his bowels were 
very constipated. When admitted he was perfectly insensible, 
pupils dilated, skin cold and moist, the temperature 98** F., 
pulse 72, regular but very feeble. During the night of the 6th 
he was very restless and noisy ; got out of bed and knocked the 
nurse down. He became comatose the following day, and died 
without recovering sensibility. 

Autopsy forty-eight hours after death. Body fairly nourished ; 
rigor mortis great. The scalp was unduly adherent to the 
bones of the skull. On reflecting the dura mater the pia 
mater was seen greatly congested, and the convolutions of 
the hemispheres appeared somewhat flattened. No abnormal 
appearances were met with, except in the Sylvian fissures 
where the membranes were matted together. The brain was 
firm but watery. 

Pleurae. The left was natural, the right universally ad- 
herent, and had undergone cartilaginous thickening. The 
right lung was in a state of partial collapse ; near its apex 
some cicatrix tissue was found, in which was embedded a 
cretaceous nodule, and throughout the upper lobe were a few 
masses of miliary tubercle. The left lung was emphysematous 
and scattered throughout with miliary tubercles. 
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The capsules of the kidneys separated naturally, leaving the 
surfaces smooth, but marked by stellate veins. On section the 
kidney structure appeared nearly natural, but was specked 
here and there by small white rounded bodies. 

In the caecum one small patch of ulceration (? tubercular) 
was found. Portions of the pia mater and of the cerebral 
vessels were examined microscopically. No collection of 
nuclear elements was found in connection with the walls of 
the vessels. In the meshes of the pia mater, obtained from the 
neighbourhood of the Sylvian fissures, vast numbers of nuclear- 
like elements agglomerated together in groups were discovered ; 
these bodies were very slightly affected by acetic acid, and 
were undistinguishable from those obtained from the tubercles 
in the lungs and the white specks in the kidneys. 



Case XXXIV. — Tubercular meningitis — Tubercle on the 
pleurcBy and miliary tubercle in the lungs — Feverishness — 
Extreme delirium and vomitiiig — Coma — Death about eight 
or nine days from the commencement of his illness, 

William F., aet. 33 ; admitted September 27; died Septem- 
ber 30, 1867. 

History. — Was a member of the fire brigade, and had driven 
an engine to a fire within a week of his admission ; had got 
very wet, and attributed his illness to that cause. On admission 
he was very feverish, with a furred tongue inclined to be dry, 
a quick but not noticeably irregular pulse. His manner was 
somewhat strange, but his answers, though curt, were clear and 
succinct. There was some mucous r&le in both lungs, but no 
marked physical signs. During the night he became violently 
delirious, and could with diflSculty be induced to take any 
food ; what he took he vomited. He was violently delirious 
all the next day, and gradually sank into a state of coma, in 
which he died. 

Autopsy thirty-three hours after death. — Body fairly nou- 
rished. Rigor mortis considerable ; commencing green discolor- 
ation of the abdomen. The scalp and calvaria were natural. 
The vessels of the dura mater were slightly, and those of the 
pia mater intensely congested. The convolutions were slightly 
flattened, and the surface of the brain sticky. 

At the base of the brain a quantity of lymph was found 
effused about the optic commissure and as far back as the pons, 
and the sides of the Sylvian fissure were unduly adherent. 
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and . matted together by lymph, similar to that found at the 
base. 

The ventricles did not contain an abnormal quantity of fluid. 

The white substance of the brain was congested, and the 
puncta cruenta unusually numerous. No granules of tuber- 
cular character were detectable on any of the membranes when 
examined under the microscope. 

The arteries from the base of the brain and Sylvian fissures 
presented in their smaller branches a beaded appearance ; this 
was due to collections of nuclear-like bodies on their walls. 
These collections were very numerous, though all were of small 
size. 

The sac of the pericardium was firmly adherent externally 
to the chest wall ; it contained ^ ss. of clear serum. The en- 
docardium was deeply blood-stained. 

The two layers of the right pleura were firmly adherent 
posteriorly and aroiind the apex of the lung. The cavity of 
the left pleura was . wholly obliterated, and the parietal layer 
was thickened and roughened with small masses of tuberculous 
material. The lower and part of the upper lobe of the left 
lung was collapsed, containing no air and sinking in water, its 
tissue a little softened. The upper third of the upper lobe 
was stuffed with small grey imliary tubercles of the size 
of mustard seeds. Similar, but not quite so numerous tu- 
bercles were found scattered throughout the upper lobe of 
the right lung. The trachea and bronchi were in a state 
of intense congestion. The bronchial glands contained firm 
tubercle. 

No tubercle was found on the .peritonaeum or in the sub- 
stance of the viscera. The kidneys were large : their capsules 
stripped oif readily, leaving the surfaces smooth but intensely 
and irregularly congested. On section the cortical substance 
appeared unduly increased in amount, and mottled with pale 
streaks and lines of congestion. The weight of each kidney 
was ^^vj. Just above the ileo-caecal valve the mucous mem- 
brane of the intestine was ulcerated, but the ulceration had no 
specific character. 

Appended is a tabular view, by which the number of organs 
affected, and the form in which they were invaded by tubercle, 
can be seen at a glance. 
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Summary of preceding table : — 

The pleiine wore affected by tnberde in . .6 

The lungs 10 

The liver substance 2 

jj capsule: 6 

The spleen 3 

Kidneys " . ,4 

Peritonaeum 6 

Mucous membrane of intestines ... -4 

„ ,, bladder ... 1 
Bronchial glands 8 

In the description of the foregoing autopsies I have used 
the terms tubercle and tubercular in their widest sense, em- 
bracing under the same head not only the grey miliary tubercle 
of the lung and the granulations of serous membranes, but also 
the hard yellow exudation met with beneath the membranes of 
the brain, and in its substance, as well as the dense, hard, grey 
or yellow interstitial material so common in the bronchial and 
mesenteric glands. I have done so advisedly, believing that 
they are all manifestations of a very similar, if not identical, 
dyscrasia ; and that the pathological characters of the adven- 
titious material are modified rather by the structure of the 
locality in which they occur, than by any essential difference 
in the originating cause. In the present bewildered condition 
of the pathology of tubercle, it appears to me advisable to 
abide a little longer by the nomenclature, if not the theories, 
of ten or fifteen years ago. 

Many more microscopical investigations were made than 
those recorded in the notes. In every case examined portions 
of tubercle taken from diflFerent organs were compared, and it 
was generally impossible to distinguish one specimen from 
another by any definite microscopical characters ; this was the 
case in some instances where the naked eye appearances 
differed considerably, as in the whitish-yellow bodies in the 
spleen. The small arterial branches from the pia mater were 
frequently examined, and in most of the cases of tubercular 
meningiti3, though not in all, collections of nuclear bodies, 
similar to those described by Virchow,* Dr. Bastian,f and 
others, were found situated on their walls. 

An examination of the few cases here recorded, though not 
furnishing sufficient material for proving any pathological 
view, affords, I think> ample ground for declining to accept 
the one put forth by Professor Empis,J and others, that ^ La 

* Op. cit. Band ii. S. 632. f 'Path. Trans.' voL xviii. p. 21. 

t ' De la Granulie,' par G. S. Empis. Paris, 1865. 
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GranuHe ' is a disease by itself, frequently coexisting with 
tuberculosis, but distinct and capable of separation therefrom, 
not only by pathological changes recognisable after death, but 
even by clinical symptoms present during life. 

The cases here recorded show also, what is often lost sigh* 
of, that tubercular meningitis is by no means confined to child- 
hood or early youth ; four out of the fourteen occurring in 
persons over 25, three between 20 and 25, and five in children 
under 10, One only of the whole number (XXIX.) could 
be said to have had phthisis ; in none of the others had 
the lung tubercle, when present, commenced to soften. Le 
Diberder * also remarks that the most advanced condition of 
cerebral tubercle in his cases did not correspond with the 
most advanced lung mischief. 

In three only (XXIL, XXVIII., and XXIX.) was tubercle 
met with in the lungs in other than a miliary condition ; in two 
of these (XXII., XXIX.) it was associated with granulations 
on some of the serous membranes. 

The five cases XXI.-XXV. form a group by themselves, 
presenting the common characters of tubercular meningitis in 
children, and require no comment, except that in two cases the 
illness was attributed to violence; and this is, as far as my 
experience goes, exceedingly common among the poor. It is 
quite conceivable that a blow or fall of sufificient violence to 
cause slight concussion, or even temporary derangement of the 
circulation, might be the actual exciting cause of the brain 
mischief, but in the absence of any proof of injury to the head, 
such as an external bruise or scar (vide Case XXV.), one must 
hesitate before admitting the alleged fall or blow as the real 
exciting cause ; and it must be remembered that the ignorant 
among us always like to refer their illnesses to some definite 
oause which is within their own comprehension. I do not 
know whether among the educated classes the history of blows 
and falls in connection with tubercular meningitis is equally 
<X)mmon ; but I have noticed among mine own acquaintances 
who have curvature of the spine that the deformity with them, 
as with the poor, is always ascribed to accident — a careless 
nurse who ^ let me drop,' or ^ a fall out of bed when a baby.' 
Parents and patients alike being most unwilling to admit the 
possibility of such deformity depending on * anything consti- 
tutional.' 

Case XXVI. differs only from those preceding it in the 

* Le Diberder, * Essai sur I'Affection tubcrciileuse aigue de la Pie-mere chez 
les Adultes.' Paris, 1837. 

VOL. IV. N 
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greater age of the sufferer^ and in the obscureness of the 
symptoms during life — vomiting and slight inequality of the 
pupils being the only cerebral symptoms present. 

Case XXVII. was the only one in which masses of tubercle 
were met with in the brain itself^ and were associated with 
firm, hard, yellow tubercular exudation on the surface of the 
cerebellum. At the same time granulations were found on the 
membranes at the base of the brain, and the fornix and septum 
lucidum presented the softened condition so common in or- 
dinary tubercular meningitis. The pleuras and peritonaeum 
were studded with granulations, and miliary tubercle only was 
present in the lungs. In this case, notwithstanding the amount 
and gravity of the brain lesions, the cerebral symptoms were 
slight, neither loss of consciousness nor delirium occurring. 

In Case XXVIII., again, abundant granulations were met 
with on the peritonseum, whilst the lungs were stuffed with 
masses of tubercle the size of hazel-nuts or larger, and firm, 
hard, yellow tubercular exudation was found beneath the mem- 
branes of the brain. Case XXIX. was one of chronic rather 
than acute tuberculosis. 

The five remaining cases are all interesting as examples of 
acute tuberculosis in adults. In all but one both granulations 
and lymph were found on the membranes of the brain ; in one 
(XXXIII.) the naked-eye appearances were very slight, but 
under the microscope the pia mater was seen to be extensively 
and generally affected. 

Among the adults, with the exception of cheesy tubercle in 
one instance, and cretaceous masses in another, in the bronchial 
glands, there was no evidence of any tubercular changes of 
old standing. 

The rarity of tubercular affections of the pericardium makes 
its presence in Case XXXI. noteworthy. Nearly all patho- 
logists have noticed the rarity of tubercle on the pericardium, 
Cruveilhier* being of opinion that its rarity was due to the 
small amount of subserous tissue ; and the rarity of its occur- 
rence with tubercle in the lungs is mentioned by Louis. One 
of the three cases of tubercular pericarditis recorded by Dr. 
Bristowe,t was somewhat similar to the present case, granu- 
lations being found on the surface of the pericardium. The 
pathological changes noted by Dr. Burrows,} in two of his 
cases of tubercular pericarditis do not seem to me quite con- 
clusive evidence as to the nature of the disease, and in his 

♦ * Anat. path, g^n/ p. 683. t * Path. Trans.' vol. xii. Case 3, p. 63. 

\ *Boyal Med. and Chir. Trans.' vol. zzz. p. 77. 
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third case the diagnosis was not confirmed by a post-mortem 
investigation. Professor Empis * has never met with granu- 
lations on the pericardium, and the changes associated by 
Hokitansky with tubercle on the pericardium, differ widely 
from those here noted. In Case XX. the granulations and 
adhesions on the pericardium were identical with those on the 
right pleura, both to the naked eye and when submitted to the 
microscope. 

The histories and clinical observations recorded in the fore- 
going cases are, I regret to say, very imperfect. Still they 
afford an illustration of the ambiguous and contradictory nature 
of symptoms; many, usually regarded by authorities as dis- 
tinctive of different forms of cerebral disease, were absent, as, 
for example, retraction of the abdomen, which was oftener 
absent than present in the cases of tubercular meningitis ; 
delirium in Cases XIII. and XVII. where acute arachnitis 
existed, and though present in XVI., it was not of that furious 
and maniacal character described by some as pathognomonic 
of meningeal disease. Vomiting (omitting as irrelevant Case 
XVIII.) was an almost constant symptom, being noted as pre- 
sent in fourteen instances ; in four of the remaining cases it was 
either not present at all, or so slight as not to have attracted 
notice (XVII., XX., XXIX., XXXII.) ; whilst the histories 
of four (XIX., XXII., XXIII., XXIV.) are either wholly 
wanting or imperfect. 



Article X. — Notes on Diseases of the Joints^ based chiefly 
on cases that have occurred in the Hospital during the 
present year. By F. Howard Marsh. 

THE conviction is daily gaining ground that joints are capa- 
ble of, and indeed naturally prone to, a much greater 
amount and perfection of repair than they have generally been 
supposed to admit of. For, treated with rest long continued 
and as absolute as it can be made, first by a splint to prevent 
movement, and secondly by continuous extension by means of 
a weight, to keep the articular surfaces from being pressed to- 
gether during spasm of the surrounding muscles, the majority 
of cases of injured joints that are admitted into the Hospital, 
and many cases also of even advanced disease, at least in young 
persons (under the age of 25), are now well and readily cured. 
And clinical experience of the reparative power of joints is 

* Op. dt p. 71. 

N 2 



180 Diseases of the Joints, 

confinned bj what is found in dissections. I have carefully ex* 
amined all the joints that, in the past year, have been remoTcd 
at St. Bartholomew's either by amputation or excision, and it has 
appeared remarkable, even in those worst instances (Cases 
VI., VIIL, IX.), in which it has been imperative to amputate 
the limb, in order to save the life of the patient, how limited has 
been the disease, and how much reparative action has existed 
side by side with the process of destruction. The following, 
cases, the greater number of which have been under observa- 
tion in the course of the year, may illustrate these remarks. 
The first five are clinical ; the remainder give the results of 
dissection. 

Case I. 

In this case the knee-joint was laid wide open during the 
removal of a large tumour that grew in the rectus tendon, 
just above the patella. It is related at some length, for it 
offers many points of considerable surgical interest. A spare 
and delicate-looking woman, aged 31, came to Mr. Paget at 
the Hospital, in September 1867, complaining of a bad knee. 
There was found, growing either in, or upon the patella, a 
tumour somewhat larger than a hen's egg. Its surface pre- 
sented many low indistinct lobes ; in some parts it felt nearly as 
hard as bone, but in others, chiefly over the lobes mentioned, it 
was soft and elastic. Ko movement could be detected between 
the tumour and the patella, but the two together, however 
related to each other, moved freely upon the condyles of the 
femur. The skin over the mass was healthy and non-adherent; 
no disease could be found elsewhere in the limb ; the femoral 
glands were not enlarged ; the muscles in front of the thigh 
were wasted, but not excessively so. The patient said that 
seven years before her knee had grown weak and painful after 
exercise, and she noticed a slight enlargement, as she thought, 
of her knee-cap. In the following five years the joint became 
gradually more disabled, and was often swollen and painful : 
but throughout this time the tumour itself altered very little. 
During the last two years, and especially within the last six 
months, it had enlarged quickly. She was now unable to walk 
upon the limb. Several of the surgical staff examined the 
case with Mr. Paget, and the general belief was, that the 
tumour had grown within the patella, expanding it, and here 
and there absorbing, and then projecting through, its walls. It 
was thought to be either a myeloid or an enchondroma : its 
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features were most unlike those of a medullary disease. But 
whatever its nature, there seemed no doubt that it should be 
removed. When the patient had rested a few days in the 
Hospital^ Mr. Paget exposed and cut into the mass, and found 
it to have the naked-eye appearance of a fibrous tumour 
growing amongst and expanding the fibres of the tendon of 
the rectus. The patella was buried beneath its lower part ; 
and above^ and at the side of this bone it was separated from 
the joint only by a very thin layer of synovial membrane that 
was closely fastened upon its surface. As a tmnour thus placed 
could not be removed without opening the knee-joint, Mr. Paget 
cut it and the patella clean out, and with them the subjacent 
synovial membrane, thus laying the articulation widely open in 
front. Then the skin was replaced and sutured, and the limb 
fixed upon a back splint, and ^ swung ' beneath a cradle. Of 
course, after such an operation the patient was for many days 
in great risk of grave complications ; but these she escaped. 
The wound healed without any great inflammation of the joint, 
and without any serious constitutional disturbance. The treat- 
ment consisted in carefully maintained rest ; irrigation of the 
wound by a constantly-flowing small stream of luke-warm water, 
the application of carbolic acid lotion, and in a carefully planned 
diet. At length, anxious to go home to her family, the patient 
left the Hospital with the wound healed and apparently sound, 
and with the limb in a perfectly good position. In a fortnight, 
however, she had pain in, and then enlargement of, the knee, 
and a new growth of the disease developed itself in the tissue 
of the scar. She returned to the Hospital, and amputation 
through the thigh was performed, but she died of exhaustion. 
On examining the original tumour under a microscope it was 
found composed of a firm stroma of fibrous tissue — apparently 
the remains of the expanded tendon, in the meshes of which 
were crowds of cells of various shapes and sizes, and for the 
most part presenting a very distinct nucleus, and which were 
from these characters believed to be of a malignant nature. 
On dissecting the knee after its removal, a large mass of en- 
cephaloid cancer was found in front of the lower end of the 
femur, and also infiltrating the bone, and hollowing out the 
condyles into large irregular spaces. At the post-mortem ex- 
amination secondary deposits of cancer were found in one 
rib, and in the body of one of the dorsal vertebrae, but not 
elsewhere. 
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Case IL 

For tkis case I mm indebted to the kindness of Mr. Paget 
and ^Ir. Blaker of Brighton. The former saw the patient after 
hid recoTerr, the latter attended him^ and furnished me with 
the following notes. A gentleman^ aged about 35, in the best 
of healthy was abont to plunge into a large swimming bath 
from the top of the dressing-room, which was covered with 
thick glass ; the glass broke, and he fell through. The knee- 
joint was laid open bj a dean cut across its front aspect, 
dividing all the soft parts and the ligamentum pateUae, and 
bringing into view the crucial ligaments, semilunar cartilages, 
and the condyles of the femur. None of these parts seemed 
injured ; there was no foreign body in the wound, and little or 
no bleeding. The wound was accuratelj brought together by 
silver sutures deeply applied, and the limb was placed on a 
pillow and supported by sand-bags ; iced water was constantly 
applied. The whole wound healed by first intention without a 
single bad symptom ; and he returned to his home about six 
weeks after the accident. He is now able to walk, hunt, or 
take any other exercise with little or no impairment of the 
limb. 

Case III. 

R. T., «Bt. 55, a carpenter, very intemperate, and often very 
poor, while using a small hatchet accidentally struck his left knee 
at the inner border of the patella, making a wound two and a 
half inches long, which bled fi-eely. When he was brought to the 
Hospital an hour afterwards, blood distended the cavity of the 
joint, and still flowed fi'om the cut. As if to prove how grave 
was the injury to the articulation, there was found in the clot 
that lay in the wound a piece of articular cartilage about as 
big as the transverse section of a garden bean. It was sup- 
posed that amputation was imperative, but Mr. Savory, who 
saw the patient shortly after his admission, taking into account 
the great danger to life of primary amputation through the 
thigh, and the unhealthy appearance of this man, held that the 
wiser course would be not to amputate, but to take the chance, 
small though this seemed, of a successful treatment of the 
wound. Therefore, as much blood as could be easily displaced 
from the synovial cavity was removed ; the limb was placed on 
a back splint, and cold dressings were applied. It is not ne- 
cessary to give all the details of the case ; an outline of it will 
be enough. The patient seemed for a time considerably re- 
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iduced by the loss of blood, his skin was relaxed and wet, and 
his pulse soft. On the fifth day he had symptoms of delirium 
tremens ; but he took eight ounces of wine daily, and the 
attack passed by. For many days his condition was made 
critical by threatenings of active suppuration in the joints 
of delirium tremens, and of exhaustion ; but these perils he 
escaped. Then he encountered through many weeks the risks 
that seemed from time to time about to be realised, of chronic 
disease of the joint; but at length he recovered and left the 
Hospital with a stiffened knee, but with no symptoms of remain- 
ing disease. The treatment consisted in : (1) rest, secured for 
the joint by a back splint ; (2) occasionid local depletion by 
leeches; (3) carefully chosen food and medicine, including 
wine and cinchona bark ; (4) towards the end of the case 
strapping of the knee with the cerat. hydrarg. comp. (Scott's 
dressing). 

Case IV. 

A young Scotchman was under the care of Mr. Savory in 
the Hospital, with a loose cartilage in the left knee. The body, 
which could be found only with difficulty, although it caused 
very severe symptoms, was one day discovered at the inner 
margin of the patella, and at once removed by direct incision. 
It was as big as, and in shape like, an almond. The limb was 
confined to a back splint, and the patient to his bed. The 
wound healed rapidly, and with no appearance of undue infiam* 
mation^ and in three weeks the man was discharged quite well. 

Case V. 

In 1864 I saw Mr. Coote extract by direct incision, from the 
knee-joint of a boy set. 15, a loose cartilage that was flattened 
and disc-shaped, nearly circular and as big as a halfpenny. 
The wound healed rapidly, and without any inflammatory action. 

« 

Here, then, are five cases — and several others might be re- 
lated — in which a large joint (the knee) was laid open, and in 
which a good recovery was secured. In two the patient was 
over 30, in a third 55 years old. 

I remember a case that occurred under Mr. Skey in 1862, in 
which the patient, having jumped out of the window of a house 
that was on fire, sustained compound fracture of one leg and of 
both ankle-joints, along with extensive injuries of the surround- 
ing soft parts. He recovered with the joints stiff; but so well 
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repaired that he has ever since been able to walk about and 
foUow active business as a draper. A man was^ this year^ 
under the care of Mr. Paget, in whom the ankle-joint had been 
torn open and the foot dislocated outwards. The limb was 
placed on a splint, and extension made by means of strapping 
placed on the dorsum and sides of the foot. He recovered 
and left the Hospital with a joint that was stiif, but free from 
deformity, and which there was every reason to suppose he 
could soon walk upon. 

A boy, set. 12, was brought into one of Mr. Savory's wards 
in April last with a wound into his knee-joint half an inch long, 
from which synovia was slowly draining. His Hmb was placed 
upon a back splint and swung, and the knee covered with cold 
dressing. Acute inflammation of, and suppuration in, the joint 
took place, and for some days the boy was in a state of severe 
surgical fever. A free incision was made into the joint, with 
immediate relief of his symptoms. Pus was discharged for 
about a fortnight, the mischief subsided, and he was discharged 
ten weeks after the accident with a limb stiflened but other- 
wise apparently sound. 

Case VL 

A boy, set. 9, broke his fibula a little above the outer 
malleolus, and thinking that he had only sprained his ankle 
continued to ^ limp ' about as well as he could. At the end of 
a week acute inflammation occurred around the fracture, the 
lower part of the leg became swollen and painful, and its skin 
red, tense, and shining, and he was admitted into Darker's 
Ward under the care of Mr. Paget. Free openings were made 
for the discharge of matter, and through one of these it was 
learnt that a considerable portion of the fibula above the 
fracture was necrosed. As the boy was sufiering severely from 
surgical fever, and was quickly becoming hectic, Mr. Paget 
removed the dead bone, in the hope that, rid of this source of 
irritation, the wound might become more healthy. This hope^ 
however, was not realised, and three or four days later the 
ankle-joint, which was evidently now distended with fluid, was 
laid open by a free incision, and a large quantity of pus escaped^ 
For a short time the lad seemed better, but his improvement 
did not last, and in order to save his life amputation (through 
the knee) was performed five weeks after the injury, and one 
month after the ankle-joint was observed to be involved. He 
recovered. 
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Dissection of the ankle-joint, — The synovial membrane lay 
around the margins of the articular surfaces, bright red and 
succulent, and for the most part, but not without exception, 
it had deeply eroded the cartilages wherever it came in con- 
tact with them. Almost every trace of cartilage was gone 
from the surface both of the tibia and the astragalus — small 
portions only remained here and there at the extreme articular 
margins of the bones; and here it was undergoing removal 
(1) at its free surface by the vascular fringe of synovial mem- 
brane that overlaid it; and (2) by the vessels of the bone 
beneath, for it was deeply undermined, and its deeper layers 
were already absorbed. With the microscope, the cartilage 
that remained was seen to be little changed ; its matrix was 
too coarsely granular, its cells too numerous, and many con- 
tained fat. The bones were very acutely inflamed, and of a 
bright red colour on the surfaces from which the cartilage had 
been removed. In the centre and over the whole extent of 
the articular surface, omitting only the extreme margins, the 
astragalus and tibia were already so firmly fixed to each other 
that when the joint was opened a thin scale of bone had broken 
off the astragalus and remained fastened to the tibia. On 
trying to separate this scale I found that, towards the margin 
of the articular surface, it was connected with the tibia by soft 
gelatinous lymph, while towards its centre the union was by a 
firm, hard substance like bone. The surfaces of both the tibia 
and the astragalus were intensely red, cancellous, and some- 
what softened. The redness and softening, however, were 
quite superficial, extending, as a section showed, not more than 
a line in depth, the remainder of the bone being pale, firm, and 
apparently healthy. In this case, within one month, there had 
occurred acute inflammation of the ankle-joint, with absorption 
of its cartilages, and then nearly complete bony anchylosis. 

Case VII. 

A. S., a puny, small-limbed seamstress, 21 years old, was 
received into Sitwell Ward, under the care of Mr. Callender, 
with chronic disease of the ankle and tarsus. The arch of the 
foot was completely lost ; two sinuses led to bare bone in the 
tarsus, and there was considerable swelling on both the inner 
and outer aspects of the ankle-joint. The patient stated that 
her disease, which had existed for seven years, had never been 
very severe ; but, though she had tried many things, and had 
rested her limb on several occasions for periods of various 
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duration^ both at home and in hospitals^ she had still remained 
subject to pain whenever she used the foot, and had long been 
prevented from gaining, as she might otherwise have done, 
a good livelihood. She begged that amputation might be 
performed. When she had been watched for some weeks, and 
there appeared but very tardy improvement, Mr. Callender, 
considering her poverty and the long time that must pass 
before she could regain the use of the foot, amputated through 
the lower third of the leg. The patient rapidly recovered, and 
soon left the Hospital. On dissecting the limb, I found disease 
of many of the tarsal joints, but this was, as the history of the 
case had indicated, nowhere either extensive or active. The 
astragalus was firmly anchylosed by bone to the tibia, and so 
were the tibia and fibula to each other. 

Case VIII. 

In May 1866, a man, aet. 28, who had previously been 
healthy, had acute synovitis of the right knee. He kept in 
bed, and was well at the end of a month ; but in August of 
the same year he had a relapse, and from that time constantly 
Buffered from a slowly-advancing disease of the joint. In April 
1867 he was in the Hospital, under the care of Mr. Willett, with 
chronic synovitis, the joint then containing some fluid, and the 
synovial membrane being thickened. With rest he was soon 
so much better that he was discharged. He was again admitted 
in November (1867) and was then suffering, in addition to the 
chronic synovitis which he still had, with suppurations around 
the joint. He had, however, little pain and no other urgent 
symptoms. Subsequently he had an attack of very acute 
inflammation of the joint, and with it such severe constitutional 
disturbance that amputation through the thigh became neces- 
sary. He recovered. 

Dissection of limb. — There was no deformity of the joint ; its 
interior contained pus. The synovial membrane was intensely 
vascular, and very succulent and glistening. Under the 
microscope it was found occupied with exudation cells which 
were rapidly undergoing development into fibrous tissue; 
very few contained fat granules. The semilunar fibro-carti- 
lages were soft, pulpy, and ragged. The articular cartilages 
had almost completely disappeared. The bones were exposed, 
vascular, and softened — for the most part they had suffered no 
further change ; but here and there were small districts in 
which a thin layer was scaling off, and when these scales were 
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turned up there was found beneath a very dark, vascular, 
shallow (ulcerated) spot; but there was no softening or 
structural change except in the superficial layer of the bone. 
Even the surface looked in places scarcely at all different from 
healthy bone. In many places the surface of the bones was 
covered with lymph which was rapidly developing into fibrous 
tissue, some of which was already being converted into bone. 

Case IX. 

R. D., set. 30, was admitted in November last, under 
Mr. Coote's care, with chronic disease of the knee, the result 
of a blow received some months previously. His constitu- 
tional symptoms became so formidable that amputation through 
the thigh was performed. For a few days he rallied, and it 
was hoped he would recover, but he died of exhaustion. 

Dissection. — The synovial membrane was injected and 
swollen. The cartilages had almost completely disappeared. 
The bones were covered with a layer of lymph, which, in 
many places, was firmly adherent, and was rapidly being de- 
veloped into well-formed fibrous tissue, producing fibrous 
anchylosis. When the fibrous material was torn away the 
surface of the bone was seen thickly set with delicate per- 
pendicular pillars of new bone, looking like the pile of velvet, 
and which, jutting up into the fibrous tissue, were rapidly con- 
verting the fibrous into bony anchylosis. The bones were very 
little altered except upon the surface : here they were bare and 
cancellous ; immediately below the surface they presented on 
section traces only of increased vascularity, but they were not 
softened. 

These cases, I think, are suflScient to show that there is no 
essential deficiency of reparative power in the structures that 
form joints, and to hold out every encouragement, that when 
patients become more and more aware of the great importance 
of at once seeking surgical aid in cases even of slight injury or 
disease of the joints, and when such cases are, as soon as they 
are seen, placed under the conditions of perfect rest, practice in 
this department may become much more successful than it hajs 
hitherto been. 
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On the value of continuous extension by means of a weighty in . 

the treatment of joint disease. 

In a paper in the second volume of the ^ Reports ' I invited 
special attention to the point which has often been insisted on, 
especially by Mr. Hilton,* that the evil progress of many cases 
of joint disease is due mainly to pressure of the articular sur- 
faces against each other, which is produced (1) by the spas- 
modic contraction of the surrounding muscles, and (2) by 
movement of the limb ; and several cases were related in which 
all the symptoms had quickly ceased when the joint surfaces 
were kept apart by continuous extension secured by means of a 
weight suspended from the extremity of the limb. Subsequent 
experience has strongly confirmed the confidence with which 
I ventured to advocate this method of treatment. About 
eighteen months ago, some ladies who had previously for three 
years given their services as lady-superintendents of the wards 
of the Hospital for Sick Children opened the * House of Relief 
in Queen Square, Bloomsbury, for the reception of children, 
between the ages of two and ten years, who, having hip-joint 
disease and having failed to obtain admission into the Chil- 
dren's Hospital, might be received, and allowed to ' remain 
through any period necessary for their cure. Having visited 
these cases, which now number thirty, almost daily, I have had 
a good opportunity of watching their progress. 

As a very general rule, in cases of acute disease, the weight 
speedily relieves pain and brings down the limb into a straight 
position, and it is a common observation that children, who 
while they wear a weight are absolutely free from pain, will, if 
the weight is removed, relapse within a few hours into their old 
suffering from spasmodic jerkings of the limb. But the following 
cases which, except the last, have occurred at St. Bartholomew's 
in the present year may best illustrate this method of treatment. 

Case X. 

A boy, aet. 14, while skating last winter fell heavily on 
his right hip. Symptoms of acute inflammation of the joint 
were rapidly developed with great severity; the limb was 
drawn up towards the abdomen ; pain was very acute ; there 
were frequent twitchings and jumpings of the limb, so that 
the boy could not sleep ; he lost flesh quickly. Three weeks 

♦ 'LectTires on Rest and Pain/ 1863. 
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after the accident, his condition becoming each day more dis- 
tressing, he was brought, placed on a bed in the bottom of 
an omnibus, to the Hospital, to be under the care of Mr. Paget. 
When it was proposed to move him, his cries were such that 
chloroform was administered as he lay, and then he was carried 
up into Darker Ward. The treatment ordered by Mr. Paget 
was simply that of extension by means of a 3 lb. weight. 
The limb readily subsided into full extension, and his pain, 
although for the first few days but little relieved, gradually 
ceased, and within a fortnight had completely left him. During 
the treatment, 4 lbs. and then 6 lbs. were substituted for the 
original 3 lbs. He remained in bed for about eight weeks in all, 
and at length left the Hospital having long been free from pain. 
The limb remained stiff, and he was ordered for the present not 
to attempt to walk upon it. 

Case XI. 

A. B., an Irish labourer, aet. 56, was admitted into the 
Hospital, under the care of Mr. Paget, with acute inflam- 
mation of the knee following fracture of the patella. The 
joint was hot and extremely tender; he was constantly dis- 
turbed by muscular twitchings when he tried to sleep ; any 
movement of the bed gave acute pain. He was losing flesh, 
had no appetite, had sweating, and looked pale and worn. 
His limb was placed upon a pillow, and covered with a large 
linseed poultice. He gained little relief, and his state grew 
daily more critical. Mr. Paget now directed that the limb 
should be placed upon a back splint, with a weight of 5 lbs. 
suspended from the foot. The man's relief was immediate. 
In the first night he was much less troubled with startings, 
and he had some good sleep. It is sufficient to state that 
thenceforth his pain steadily and rapidly subsided, and with 
it the tenderness. In a fortnight he was able to sleep well, 
and his pain was very trifling and only occasional. He re- 
mained in the Hospital for some months with a stiff crippled 
knee, but its condition slowly improved, and he at length was 
discharged, able to walk pretty well. 

Case XII. 

A. R., aet. 35, was attacked with inflammation of the right 
knee-joint a fortnight after her confinement in 1867. For nine 
weeks she remained at home using poultices, liniments, &c.. 
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but as the joint grew more and more painful she came into 
the Hospital under the care of Mr. Savory. On her admission 
into President Ward, there were the symptoms of advanced 
disease. The leg was semiflexed upon the thigh; the tibia 
was considerably displaced outwards and backwards towards 
the ham ; the joint was much enlarged and extremely tender. 
Pain was not severe when the limb was at rest, but any dis- 
turbance of it, either by movement or even by the jarring of 
the bed caused acute suffering. The limb frequently started 
at night, and she got but little sleep. She was losing flesh 
quickly, and had copious night perspirations. For the first 
few days aficr her admission, the limb was placed upon the 
ordinary back splint and * swung,' and the joint covered with 
a poultice, but her symptoms continued unabated. Continuous 
extension was then employed. In order that the weight 
(5 lbs.) suspended from the foot might act efliciently, the 
limb was placed upon a back splint, so contrived that the 
leg-piece could separate, in the direction of the long axis of 
the limb, from the thigh-piece, so that the weight tended to 
separate the articular surfaces of the femur and tibia. During 
the first night of this new treatment the patient was almost 
absolutely free from pain, and she said next morning that ^ it 
was the first night's rest she had had for nine weeks.' From 
that time forward she had no severe pain, and the spasmodic 
startings soon completely ceasec^. When the weight had been 
used for a month, and when, from the absence of symptoms, it 
was thought she would no longer want it, it was removed. For 
a night or two all went on well, but then the pain and startings 
returned. The weight was reapplied and pain at once ceased. 
Treatment was continued for two months more, and then it 
was found that she could dispense with it. She left the Hos- 
pital at the end of fourteen weeks with a stiff but painless limb, 
and in perfectly good general health. 

Case XIIL 

Emma L., a bookfolder, set. 22, was attacked with in- 
flammation of the knee in the course of rheumatic fever, in 
the middle of last January. The joint became considerably 
swollen, and tender, and so painful that she could sleep very 
little. Her rest was broken especially by jumpings and 
startings of the limb. For six weeks she remained at home 
and in bed, and then, as each day found her worse, she was 
taken into the Hospital to be under the care of Mr, Savory. 
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The joint at this period was distended with fluid, the skin over 
it was tender and red, but there was no displacement of the 
bones. The limb was placed upon a back splint, and * swung ' 
beneath a cradle. She was soon more comfortable and able to 
sleep better at night ; yet at the end of a fortnight pain from 
muscular spasm was occasionally very severe. A weight of 
5 lbs. was now suspended from her foot The benefit from 
this measure was immediate and most marked. She lost all 
pain, and her general health quickly improved. When nearly 
a month had elapsed without any recurrence of pain the weight 
was removed. Within a few hours muscular spasm returned, 
and she could get no sleep. The weight again speedily and 
completely relieved her. Subsequently on two or three occa-' 
sions attempts to discontinue the use of the weight led to a 
return of spasm, but at length she could dispense with it. She 
left the Hospital at last with the joint apparently sound. 

Case XIV. 

In April of last year I had an opportunity, through the 
kindness of Mr. Paget and Mr. Nowell Stowers, of Kenning- 
ton, of seeing a little girl, aet. 7, who had been suffering 
for a twelvemonth with disease of the right hip -joint. I 
found her lying on her left side, with the thighs drawn up 
towards the abdomen. She was, and had been for some weeks, 
in great pain, especially in the night, when startings of the 
limb spoiled her rest ; she was thin and pale, and had no 
appetite ; she screamed and evinced great terror when she was 
moved, and constantly kept her hand upon the thigh as if to 
control spasm of the muscles. A weight of 3 lbs. was suspended 
from her foot. In a few days she lost her pain, the limb sub- 
sided into full extension, and she could lie constantly upon her 
back. She continued to improve, and gained flesh and colour; 
pain remained either altogether absent, or only slight. The 
weight was worn for six months, and then a leather shield-splint 
was moulded upon the joint, and she was sent to the seaside, 
her parents being especially cautioned that she must still be 
kept lying down, and that she must not be allowed to walk, or 
to be in any way roughly or carelessly moved. On her return 
at the end of a month she was still kept chiefly on her back for 
four months longer, and then, after having worn the weight for 
six months, and subsequently lain in bed for five months, she 
was allowed by degrees to walk about the room. This is her 
present state : The limb as she lies in bed is in a perfectly 
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straight line with the trunk ; there is no twisting of the pelvis 
and no abscess ; the limb is shortened to the extent of rather 
mone than half an inch ; there is considerable movement at the 
joint. By means of Nelaton's line it is found that the tro- 
chanter major lies about half an inch above its natural level, 
so that it may be concluded that the shortening is due to 
partial absorption of the head of the bone and of the upper 
border of the acetabulum, and consequent drawing up of the 
femur. 

On the treatment of hip disease. 

The principles on which any disease is treated must depend 
on the view that is taken of its nature. Is, then, hip disease as 
it is so commonly seen in childhood a merely local disease, or 
is it a result of the strumous constitution of the subjects of it ? 
Unfortunately * struma ' is at present a very indefinite term, and 
there is so much uncertainty as to its meaning that those who 
use it must first say what they wish to convey by it. I will 
do this as briefly as possible. Struma is different from tuber- 
culosis ; for the latter includes all those cases in which there is 
a deposit of tubercles in any part ; and no case can be called 
one of tuberculosis, except in the belief that tubercles are or 
will be deposited. Struma and scrofula are in every way 
convertible terms. What is termed * struma,' or scrofula, can 
be defined at present only by an enumeration of its reputed 
symptoms. 

It is a defective condition of the general health, with which 
is associated a tendency to lesions of an inflammatory character, 
affecting especially the skin, mucous membranes, glands, and 
the cancellous texture of bones. This tendency to inflammation 
depends, according to Virchow, on an abnormal irritability or 
* vulnerability ' which leads to its development after trifling 
injuries, such as in healthy persons would have no consequence. 
In many instances inflammation originates in causes so slight 
that they escape observation, and then it is called ' spontaneous.' 
Thus a cold wind will give strumous j)atients an eczema or an 
ophthalmia ; or a slight blow or sprain will be the starting-point 
of caries of some of their bones. Thus regarding struma, I 
cannot but believe that, speaking generally, hip disease must 
be regarded as strumous. 

Cases are often seen in which the tendency to low forms of 
inflammation is shown by the occurrence, in the same patient, 
of disease in two or more of the large joints, as in both hips, 
or in a hip and an elbow, or a knee ; and also by the develop- 
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ment of disease spontaneously, as In those cases in which, while 
a child is confined to bed with an affection of one hip, disease 
has sprung up in the opposite joint. Many cases, too, are 
brought to the Hospital, in which the disease must be termed 
spontaneous, for there is no evidence whatever of such an 
injury to the joint as would lead to disease in a child of healthy 
constitution. It may perhaps be said that an injury may 
have been inflicted, but overlooked or denied ; but the burden 
of proving this would rest with those who assert its occurrence, 
and, of course, the fact that the disease has followed an injury 
does not prove the absence . of struma, for a hurt that would 
lead to disease in a healthy child would so much the more do 
so in one that is strumous. And how do these cases of hip 
disease differ from those of the ordinary low forms of inflammation 
of other joints — the knee, the ankle, and the elbow — or from 
* caries ' of the spine, or of the bones of the hand and foot ? 
And if it be answered that neither are these strumous, but the 
result of neglected local injury, what remains to form the class 
of strumous affections ? 

It was formerly agreed by almost common consent, that 
hip disease was strumous ; but more recently surgeons of the 
highest authority have expressed their belief that in very 
many instances it is not so, but that it has occurred in healthy 
children, purely as the result of a neglected injury. 

May I venture without presumption to remark on these two 
opinions ? Agreeing with the first, that hip disease is, in a large 
majority of cases, strumous, I think the conviction that it is 
so has frequently led to a false conclusion as to its proper 
treatment. For struma being a constitutional defect, it has 
been held that its manifestations must be treated by constitu- 
tional measures, while local measures are of comparatively 
little importance. These children have been thought too deli- 
cate for confinement to bed or even to the house ; they have 
been sent to the sea-side, and have been ordered to take cod- 
liver oil and iron, and the local mischief has been left very 
much to itself, on the ground that as it was the result of a 
general fault, it could not be corrected by local means, and 
that it would be repaired when the general health was set 
right. Undoubtedly there are many cases of obstinate struma, 
which nothing will cure so well as sea air, or, next to this, 
country air ; but in a large share of cases struma, as it is seen in 
the children of the poor, is a much less obstinate cachexia than 
it is reputed to be, and one that may be successfully treated in 
a hospital. It is not in the least necessary to send patients 
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to the sea, or to be constantly striving to procure them fresh 
country air. They would be the better for these advantages, 
but they can certainly do without them. Among the thirty 
children mentioned at p. 188, although many of them are 
strumous, if any such thing as struma exists, there are none 
who suffer materially from confinement to bed ; and I confi- 
dently assert that there is not one in five hundred of this class 
of children who may not be safely confined to bed, or who will 
not thrive there for any time during which the surrounding air 
is as good as ordinary hospital air, and while he is well fed, 
and while his local disease is doing fairly well. The want of 
success that formerly attended the treatment of hip disease was 
in great part due to the fact that, in order to secure fresh air, 
which was considered absolutely necessary, the child's joint 
was never at even moderate rest. 

On the other hand, I venture to think that some surgeons 
now-a-days, while they are right as to the treatment that 
should be adopted, have taken a wrong view of the nature of 
these cases. Finding that the majority do well, when treated 
on the assumption that they are merely aggravated local in- 
juries in otherwise healthy children, they have proceeded to 
deny the strumous nature of the affection, on the ground that, 
if struma were at the bottom of these cases, they could not be 
cured merely by local measures, but would require also constitu- 
tional measures. I would say that many of these cases are stru- 
mous (for the reasons given above), and that nevertheless local 
measures are sufficient along with good diet, and such fresh air 
as there is in hospitals, for their cure. That which is conunonly 
called ^ struma ' is, in fact, a condition that is often created 
by deficiency of food and air, and by the neglect of the first 
principles of hygiene, and that may be cured by placing the 
subjects of it under mere ordinary sanitary ccmditions ; and the 
proof of this proposition seems to lie in the fact that there is 
scarcely to be found a case of joint disease in childhood, except 
in very advanced stages, or of caries of the spine or of the 
tarsus and carpus, which will not continue to improve till it 
is cured, when once it is placed under proper local conditions, 
and is treated with local measures. 

I hope it will not seem that this is merely a question of 
words. It appears to be of real importance. If it is held that, 
because these cases do well merely with local treatment there- 
fore they are not strumous, it may be concluded that those 
other cases, in which the proof of struma is clear, will require 
constitutional rather than local treatment. The truth seems 
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to be that, strumous or not strumous, they all and equally 
require careful and prolonged local treatment, and that with 
this all tend to recovery, though doubtless they will do this at 
different rates of progress. 

It is very advisable that a child with hip disease should have 
a separate bed. Even poor parents may provide this, for a 
wooden frame-work, which a carpenter would supply for a few 
shillings, will serve the purpose. A horse-hair or flock mattress 
should be used, and beneath it should be a board to make its 
surface firm and flat. It is better not to use a pillow, a child . 
sleeps as well without as with one ; and, as he is sure to lay his 
shoulders as well as his head upon it, it is mischievous in two 
ways — ^it makes him slide down towards the foot of the bed, and 
it prevents the limb from being brought into a straight line with 
the trunk. A cradle should be used, for the weight of the 
bed-clothes, if allowed to drag on the foot, will permanently 
evert the limb. 

I may perhaps be pardoned for telling how a child with hip 
disease ought to be lifted. I refer to such apparently trifling 
details, only because I am convinced that the good of a fort- 
night's treatment is often undone by an unskilful movement of 
these patients. The nurse standing at the child's sound side 
stoops over him so that he can place his arm round her neck; 
she then puts one arm beneath his loins, and with the other, 
passed beneath the sound thigh, which thus rests on her 
forearm, she grasps the diseased thigh about at its middle and 
makes firm and carefully sustained extension, so that the joint 
surfaces are kept asunder. At the House of Relief it is found 
necessary, before a new nurse is permitted to move any of the 
children, to give her special instruction in this method of doing 
so. Children who make no complaint whatever when moved in 
this fashion, scream with pain Avhen left in the hands of a novice. 

I feel the greatest confidence in stating that in the very large 
majority of cases in which the disease is not far advanced — that 
is, before there is displacement, or long-standing muscular con- 
traction, or abscess — continuous extension by means of an appro- 
priate weight is the best treatment for hip disease that is at 
present known. I have watched its effect in a large number of 
instances, both at St. Bartholomew's and at the Hospital for Sick 
Children, and as a rule, to which there have been very few ex- 
ceptions, muscular spasm and pain have very soon ceased, and, 
where the treatment has been persevered with, excellent results 
have been obtained. But sometimes collateral means must be 
adopted. Many children are restless, and some have night 

o 2 
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terrors, during which they start up suddenly or toss themselves 
from side to side in bed. In such cases a long splint should be 
used. As a very general rule this should be placed not on the 
diseased, but on the sound side, for then the child will be more 
completely restrained, and there is no risk of injuring the diseased 
structures by pressure or bandaging, or of straining the joint by 
the dragging of the splint when the child is moved. A long 
splint, too, should be used when there is a difficulty in getting 
the patient to lie on his back, as it is necessary he should. In 
some instances, although the limb has been in good position 
and all other circumstances have seemed favourable, pain has 
continued to be severe. This has most frequently proved to 
be due to the formation of abscess in the joint, producing ten- 
sion of the ligamentous structures, and it has in some cases 
continued in spite of all treatment, until the matter has either 
been let out by incision, or has made its way towards the sur- 
face. In other instances of deep-seated abscess the actual 
cautery has seemed by far the most valuable means of relief. 
It has often for a time completely and immediately removed 
very severe pain. Blisters have seemed much less useful than 
they are reputed to be. Frequently a succession of them has 
given no relief. The cautery should be applied lightly ; a 
deep eschar is not required, and I have seen its free use in 
children in feeble health followed by pretty extensive sloughing 
of the skin. In a few cases pain has persisted without any 
obvious cause, and in spite of many combinations of treatment ; 
but in one instance it was almost instantly removed by the 
application of a splint to the diseased limb. 

As the disease advances it becomes complicated with de- 
formity of the limb and abscess in or near the joint. The 
deformity that occurs is due in great part to the spasmodic 
action of the surrounding muscles. In some instances the 
thigh is simply flexed upon the pelvis, while in others the 
pelvis becomes twisted on the spine'; or there is what is commonly 
termed dislocation of the hip. True dislocation, however, as 
Mr. Holmes* points out, is very rare in hip disease. The head 
of the femur and the upper margin of the acetabulum suffer 
absorption, and the trochanter major is drawn upwards towards 
the dorsum ilii by muscular action ; and it is this condition of 
parts which is mistaken for true dislocation. It is not rare 
that the head and part of the neck of the bone are so completely 
absorbed that the upper part of the femur is little more than a 
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direct continuation of the shaft, and then the limb Is carried by 
it own weight, aided by that of the bed-clothes if these are al- 
lowed to drag upon the foot, into extreme eversion, so that the 
patella looks directly outwards. This deformity sometimes 
takes place suddenly, from the rupture of ligamentous fibres 
that previously restrained the limb. The pelvis may be 
twisted in two directions ; it may lose its horizontal position, so 
that it becomes lower on one side than on the other, or rotated 
on the spine, so that the diseased hip projects backwards. In 
the early stage of disease the pelvis is lower on the diseased side, 
so that there is apparent lengthening of the limb ; while, later, 
it is found raised on the diseased side, and rotated backwards 
on the spine, so that the hip is very prominent. These various 
deformities are due chiefly to muscular action ; but the exact me- 
chanism of some of them has not yet been fully ascertained. 

Flexion of the thigh on the pelvis should be corrected as soon 
as possible. While it remains the limb is shortened, and it 
gives rise to a very serious deformity — lordosis as it is called 
— which consists of a complementary anterior curvature of 
the lower part of the spine in consequence of the effort of the 
patient to straighten the limb. That this curvature of the 
spine is produced in this manner is, I think, proved by the fact 
that if the patient, when lying on his back, tries to straighten 
the limb, lordosis is increased ; while, on the other hand, it may 
be completely removed by raising the diseased limb to the 
requisite extent in the air. In some instances the real amount 
of flexion at the hip can only be ascertained by thus raising the 
limb till the spine is enabled to resume its natural outline. 
The limb may be safely brought down under chloroform. I 
have straightened at least fifty in this manner, and have seen 
many others so treated, and I do not remember that, when 
proper care has been used, any bad result has followed. In 
some instances it is necessary and best to bring down the limb 
gradually, that is by repeated operations, rather than to attempt 
to do so at once. It has often been found that a limb which 
yielded scarcely at all on the first trial has readily come down 
subsequently, probably because some inflammation has been set 
up in the adhesions, and has led to their partial softening. 
After the straightening a long splint should be placed on the 
sound side to keep the patient on his back, and a weight as 
heavy as he will bear (for a child five or six years old this may 
gradually be made six or eight pounds) should be suspended 
from the diseased limb. Straightening may, if necessary, be 
repeated at the end of ten days. The weight should be reduced 
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as soon as possible — that is, when it is found that there is no 
tendency to recontraction. American surgeons are in the 
habit of frequently cutting tendons in these cases, because they 
say that the muscles, from long contraction, undergo absolute 
shortening, and oppose extension of the limb. I have, however, 
in no single case found it necessary, or so far as I could judge 
advisable, to follow this practice, for I have not found any 
muscles particularly tense. Twisting of the pelvis is sometimes 
very insidious in its occurrence, and takes place when the 
patient is free from all other active symptoms of his disease, 
and it is sometimes very extreme. It is difficult to correct or 
to control it. The best method of treatment seems to be by a 
long splint adapted as closely as possible to the sound limb. 
In a few instances it has seemed useful to weight the foot of 
the raised side heavily ; in one case extreme twisting was re- 
moved by placing the patient on her face for about three weeks. 
But I do not pretend either to understand the exact mechanism 
of this deformity in its different forms, or to point out its suc- 
cessful management. Before the patient is allowed to walk, 
on his recovery, if there is any shortening of the limb, he 
should be furnished with a highieeled boot 

The formation of abscess is extremely common in the course 
of hip disease. Comparatively few patients escape it except 
those who are carefully treated at the first appearance of active 
symptoms. On referring to the notes of thirty cases I find that 
of these twenty-eight have had abscess. So far as I have seen 
this complication is less formidable than it is generally supposed ; 
these formations are usually ^ cold ' and chronic, and although 
some give rise to severe pain by producing tension of liga- 
mentous structures, and others attain considerable size, they do 
not appear to produce any severe constitutional disturbance, 
or to indicate extensive disease of bone. They are least mis- 
chievous when they are repeatedly opened with a small trochar, 
or by small incisions, so that their cavity may gradually 
contract. 

It is scarcely safe to lay them open at once by a free incision 
and it cannot be necessary to do so. Many must ultimately, 
no doubt, be freely opened ; but if they have been previously 
tapped with a trochar, they appear more tolerant of active 
treatment. It is better if possible to defer the opening of an 
abscess that has formed quickly with heat and tenderness ot 
the surface, until it has subsided into a more quiet state. In a 
few instances matter has burrowed widely, and formed many 
sinuses, but in the majority these abscesses after being punctured 
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have discharged for a few weeks, or for three months, or longer, 
and then have soundly healed. Generally the puncture, even 
of large abscesses, has been followed by no constitutional or 
local symptom whatever. I have opened those that form in 
front of the joint, and which are in the neighbourhood of the 
trunk or branches of the femoral artery, by the method 
recommended by Mr. Hilton."^ A small incision is made in the 
skin, and a director is carefully thrust through the soft parts, 
and into the sac of the abscess ; as soon as matter is seen 
escaping by the groove of the director, a pair of fine dressing 
forceps is passed along its track, and the blades forcibly sepa- 
rated. Besides its safety, this method offers the advantage 
that the opening is not so likely to close as that which is 
made by a simple incision. 

I have notes of two cases in which I have no doubt that 
collections of matter of considerable size (probably containing 
in the one three ounces, in the other an ounce and a half) 
have been absorbed. Of the abscesses that form in connection 
with hip disease, the most favourable are those that belong 
to the class which Mr. Paget has termed ^ residual,' and which 
occur in tissues that have been damaged by a previous disease 
that is now soundly cured. A boy 12 years old suffered for 
eight years with hip disease, which, however, had never been 
acute. All his symptoms subsided, and he was apparently 
well for a year, when an abscess formed on the outer aspect of 
his limb. As he had no symptoms whatever of renewed 
disease, the abscess was opened, and it healed like an ordinary 
chronic abscess in the cellular tissue. He remains quite well. 

A woman, aged about 30, was in Sitwell Ward three years 
ago, who had suffered from hip disease, and abscess on the outer 
aspect of her limb in childhood. The abscess discharged itself, 
and the disease was at length cured. She remained well for 
more than twenty years, and then, when her health was reduced 
by poverty and a recent confinement, a large abscess formed in 
the site of the former collection ; but she had no symptom of 
the return of disease in the joint. The abscess was opened by free 
incision, and it very quickly healed. Her hip remained sound. 
A woman, aged 30, is now in Lucas Ward under Mr. Savory's 
care, who made a good recovery from hip disease in childhood. 
After being able to take very active exercise for twenty years, 
and having no symptom of recurring disease, she has now had a 
large abscess on the outer aspect of the thigh, which made its 

* ' Lectures on Fain and Kest/ p. 120. 
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appearance when she had been reduced in health by nursing a 
relative. Other cases might be mentioned, but these will suffice 
to show the character of these formations. When they occur 
in connection with the hip they need excite no suspicion of a 
renewal of the disease ; and they may be freely opened, and 
treated after the fashion of a simple chronic abscess. 



Article XI. — Surgical Cases. 
By Thomas S. H. Jackman. 

Case I. — Rupture of the popliteal artery — Mortification of the 

leg — Amputation — Recovery, 

MR. WEBB, aet. 5Q, living at Lingin, a small village about 
five miles from my residence, a farmer of abstemious 
habits and always in the enjoyment of good health, was on 
January 24, 1862, superintending his men, who were removing 
some large stumps of old trees. The men had placed a chain 
round one while he was standing with his back to them, the 
horses employed made a sudden plunge forward, which tightened 
the chain with a jerk, and in so doing it caught him just under 
the knee and threw him down with much force. He felt great 
pain in the part struck and down the leg, and being unable to 
walk was carried home. 

Upon my arrival, I found some swelling in the popliteal 
space, with discoloration of the skin caused by the bruise. The 
foot and leg were cold and somewhat paler than natural, but 
not in the least swollen. There was no pulsation to be felt in 
the anterior or posterior tibial arteries. He complained of 
much pain in the popliteal space and down the leg. There 
was also some constitutional disturbance. I ordered flannels 
wrung out in hot water Xo be applied to his foot and leg, and a 
cold spirit lotion to the popliteal space and knee. The swelling 
in the popliteal space became somewhat less, but the foot and 
leg remained cold and pale, with much pain, requiring the daily 
use of opiates. 

There was no change, in fact, in the appearance of the leg or 
foot until February 3, when I noticed that the foot, more fcir- 
ticularly the toes, had changed colour, and on the next day 
there was no doubt that gangrene had set in, and this spread 
rapidly up the leg. 

On the 7th, I amputated the limb above the knee, Mr. 
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Covernton, of Knighton, kindly assisting me. The man made 
a very good recovery. 

On examining the amputated leg, and carefully dissecting 
the popliteal artery, we found in the middle of its course a round 
tumour, about the size of a pigeon's egg or a little larger, into 
which the artery appeared to enter and from which it passed 
out a little below and at the side. On opening it, blood es- 
caped. It had all the appearance of a false aneurism, and was 
no doubt formed from the fi brine of the blood between the 
broken ends of the artery. The walls of the sac varied a 
little in thickness from ^th of an inch. The artery above was 
pervious down to the walls of this sac, and then it was effectu- 
ally sealed ; the lower end was closed for some distance and per- 
haps was impervious to the passage of blood from the time of 
the accident. The lining of the sac was quite smooth, and it 
was impossible to point out where the artery was connected 
with it. 

Case II. — Strangulated inguinal hernia returned ^en masse ^ — 

Operation — Recovery. 

On February 22, 1857, I was summoned to Richard Pinches, 
agricultural labourer, living at Whitton, aet. 44, suffering from 
strangulated oblique inguinal hernia. He stated he had been 
ruptured three years, since which time he had always wprn a 
truss, but that the day before, having broken it, he went this 
morning to work without one, and continued at his work, though 
in much pain, till mid-day, when he was obliged to return home, 
not being able to replace the rupture as he had always been 
accustomed to do. Vomiting came on and I was sent for. 

I found him in bed with all the symptoms of strangulated 
hernia. In the right groin was an oblique inguinal rupture 
about the size of a hen's egg, pear-shaped and rather hard. I 
tried taxis and the hernia bounded out of my hand into the 
abdomen, not with the usual feeling of a reduced hernia ; there 
was no * gargouHlement,' but with the sensation we might expect 
to be produced by' an egg, or a ball surrounded by a wet bladder 
escaping from under the grasp of the hand. I feared what 
had taken place, that it had been reduced * en masse,' but the 
man expressed himself as being much relieved, and the vomiting 
ceased, so I left him, directing him to remain in bed until he 
had another truss. About three hours after this, his wife came 
to me as I requested her, and reported that his bowels had been 
relieved, that he was easy, and that there had been no return of 
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the vomitir>g. I began to hope that n.; in^pression was wrong, 
but gave the wife strict orders to let me know, should any 
untoward symptoms occur. 

The 23rd I heard nothing of him, but on the morning of the 
24th between seyen and eight o'clock A.M., I was sent for. He 
was suffering much from stercoraceous vomiting ; this came on 
during the night. His countenance was anxious ; pulse above 
100, and small ; tongue dry in the centre. He complained of 
pain in the abdomen, which was increased on pressure, par- 
ticularly over the internal ring where there was a slight full- 
ness. He had hiccough. The course of the inguinal canal was 
quite free from all swelling. He stated that the day before he 
had had much pain in the abdomen, which during the night 
increased, and vomiting then came on. He did not, as I 
requested, send for me, as he thought the pain would get 
better. I decided to operate, and sent to Ludlow for assistance. 
Mr. Valentine kindly came and rendered me the aid I required. 

I dissected down to the external ring into the inguinal 
canal and passed my finger readily up to the internal ring, 
which was large, well-defined, and free; resting against it, 
within the abdomen, I felt what I doubted not was the hernia. 
I passed a pair of forceps up, and readily brought down the 
hernia. On opening the sac a little coloured serum escaped* 
The intestine was of a dark chocolate colour, but shining. I 
divided the stricture at the neck of the sac, which was tight, 
and after further examination returned it into the abdomen ; 
the wound was treated in the usual way, a full dose of opium 
was given, and the man made a good recovery. 

The cause of this hernia returning * en masse ' was doubtless 
the few, if any, adhesions that the sac had formed to the sur- 
rounding parts, and also the large internal abdominal ring. 
Certainly the force I used was but slight to what is usually 
required to reduce a strangulated hernia. I had, in fact, only 
just grasped the hernia when it slipped from my hand as de- 
scribed, and that this is generally, if not always, the cause of 
this rare accident, is shown by the fact that nearly all the 
recorded cases have been instances of reduction by the patients 
themselves. 
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Case III. — Fracture of the tibia and rupture of the anterior 
tibial artery — Amputation — Recovery, 

S. Morgan, aet. 60, living at Birtley, by occupation a wood- 
feller, a hale old man, sent for me on October 12, 1860, having 
met with the above accident from a tree striking him when 
falling. 

When I arrived, about four hours after the accident had 
occurred, I found the limb very much swollen and very tender ; 
there was extensive ecchymosis, and a peculiar livid discolor- 
ation over the foot and instep, which as it extended up the leg 
gradually faded away. There were many bullse varying in 
size from a large walnut to a pea ; the foot and instep were 
cold ; there was no pulsation in the anterior tibial artery, nor 
could I feel any in the posterior ; the swelling extended round 
and a little above the knee. The tibia was fractured obliquely 
at about its upper third. I put the limb in a Mclntyre's leg 
splint and swung it, directing flannels wrung out in hot water 
to be constantly applied to the instep and foot, and a cold 
spirit lotion to the upper part of the leg. 

The leg remained much swollen, and ultimately the whole 
of the soft parts around the fibula and between it and the tibia 
to within an inch of the external malleolus sloughed away. A 
larger abscess formed in the thigh, which, after much loss of 
time, I succeeded in persuading him to let me open. About 
three-quarters of a pint of very foetid pus escaped. 

I had constantly tried to prevail upon him to let me remove 
the limb, but he would not agree to it, saying he would rather 
die. He became hectic, and remained so for several weeks, 
during which time he took large quantities of brandy and 
other stimulants ; but, on November 29, he having acquiesced, 
I, with the assistance of Mr. Thos. R. Adams, amputated the 
limb. His state at this time was such that had he not yielded 
to my persuasion he must have sunk in a few days. On this 
account it was out of the question to amputate above the 
knee. I placed him under the influence of chloroform, and 
dissected the soft parts from the inner side of the leg, and so 
got a fair flap to turn up over the end of the tibia and its outer 
tuberosity, and so come into apposition with the soft parts 
covering the knee. The fibula was perfectly dead and the 
articulation with the head of the tibia was destroyed, so that 
the whole of it was removed. 

The man daily improved in health, and the wound healed 
with the exception of a fistulous opening behind, out of which 
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dead bone at times escaped up to a short period before his death, 
which occurred about eighteen months ago ; but this etate of the 
stump did not prevent his using a wooden leg. On his recovery 
his mind gave way, and it was necessary for him to be confined 
in a lunatic asylum, where he remained about three months, 
when he returned home well. 

On examining the amputated leg and dissecting the arteries, 
we found the popliteal entire, but the anterior tibial was torn 
across within about a quarter of an inch of its origin. 



Article XII. — A Case of (Esophagotomy. 

By Alfred Willett. 

THE operation of oesophagotomy is so seldom performed 
even in our large metropolitan hospitals, that I consider 
I am only executing a simple duty in placing the following 
instance of it on record. 

I believe Mr. Cock's successful case of removal of a false 
tooth impacted in the pharynx, by incision into the gullet in 
the neck, is the latest case reported :* this occurred at Guy's 
Hospital in 1856. Many years previously Mr. Arnott per- 
formed the operation at the Middlesex Hospital on a child, on 
account of a fragment of bone having lodged for so long a time 
as to place life in danger. The patient at the time of the oper- 
ation was suffering from pneumonia, which ultimately caused 
death. 

. These two cases are, so far as I can ascertain, the only in- 
stances of oesophagotomy performed in this country. Mr. Cock 
in narrating these two, supplements them with six others per- 
formed abroad, in five of which the operation was successful ; 
so that, taken altogether, there have been six successful cases 
and two deaths. In all of them the operation was undertaken 
for the removal of foreign bodies. 

The peculiarity of my own case is, that the operation was 
performed on a patient in the last stage of exhaustion from star- 
vation depending on stricture of the gullet. Instances of the 
performance of gastrotomy as a means of alleviating the distress 
at this period of the disease have been brought before the pro- 
fession, but I have been unable to discover any case in which 
oesophagotomy has seemed possible or has been attempted in a 
case of stricture. 

♦ See * Guy's Hospital Reports,* series iii. vol. iv. for 1868. 
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With this preface I proceed to relate the case of M. D., aet. 
47, a female domestic servant, who was admitted into Lawrence 
Ward, St. Bartholomew's Hospital, under my care, June 18, 
1867. A pale, spare woman, but not unhealthy in appearance, 
although evidently insufficiently nourished. She stated that for 
the past seven months she had experienced an increasing diffi- 
culty in swallowing, until at length she was wholly unable to 
swallow any portion of solid food, and could only get fluids down 
sip by sip. If she attempted to take a draught choking ensued, 
and the fluid would be immediately rejected. She was now so 
thin and weak as to render her unable to perform her duties 
any longer. Her family history gave no evidence of inherited 
disease, and her own health had been perfectly good until the 
commencement of the present symptoms ; she had never pre- 
viously suffered from sore throat, nor in her recollection had 
she ever swallowed any corrosive substance; her voice was 
slightly husky, and she always kept her neck very stiff. She 
had scarcely any cough but expectorated a frothy phlegm. 
There was no history of her having brought up blood or any 
kind of discharge. When asked to indicate the site of the ob- 
struction, she grasped her neck behind the thyroid cartilage. In 
the process of deglutition, if the food once passed the obstruction, 
she felt quite certain it went onwards without further difficulty. 

Although her neck was very thin and shrivelled, only nega- 
tive results were obtained by an examination of it externally. 
No swelling or abnormal appearance could be detected, nor 
was there any evidence of the glands in the neck or elsewhere 
being affected, and no pain was caused by handling the parts. 

On attempting to pass a probang, its progress was abruptly 
stopped at a point corresponding with the junction of the 
pharynx and oesophagus. After several failures I succeeded 
in passing a No. 8 bougie beyond the obstruction, and on look- 
ing at its point afterwards I found there was neither blood 
nor other discharge on it; lastly, I passed my finger down, 
and although I could not quite reach the obstruction, yet I 
distinctly recognised the pharynx becoming narrowed and 
puckered. 

The treatment consisted in passing a bougie daily through 
the stricture, and in supplying her with as much fluid nourish- 
ment as she could take. Every day she had meat, which she 
liked to chew, as she obtained thereby great relief to her 
cravings of hunger. 

When the stricture had been dilated so that a No. 14 bougie 
would pass through it an abscess formed in front of the cricoid. 
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apparently from the irritation of the instruments, which were 
directed to be omitted for a time ; in fact, she was never able 
to bear their introduction again, as they produced so great an 
increase of irritation and suppuration. Progressive weakness, 
emaciation, and dysphagia continued without intermission for 
many weeks. The abscess did not close, the discharge being a 
watery purulent fluid, in which no trace of anything she swal- 
lowed was ever found, although occasionally bubbles of air were 
seen. 

By the middle of October, four months after admission, she 
had become emaciated to the last degree, too weak to stand and 
only able with the greatest difficulty to swallow very small 
quantities of brandy and essence of beef; still she absolutely 
refused, as she had always previously done, to allow nutritive 
enemata to be given her. 

After consultation with my colleagues, and with the patient's 
full consent, oesophagotomy was resolved on. The operation 
was performed on Saturday, October 19. Before commencing 
the incision a No. 5 bougie was passed down to the stricture 
and pushed onwards, the intention being that it should serve 
as a guide, on which to open the oesophagus when it had been 
brought in view. The point of the instrument, however, appeared 
beneath the integument on the left side of the neck, between 
the larynx and stemo-mastoid muscle, thus clearly showing the 
existence of a previous ^ giving way ' of the gullet, above the 
stricture. An oblique incision, nearly parallel to the inner 
border of the sterno-mastoid, from the lower border of thyroid 
cartilage to the stemo-clavicular articulation, having been made, 
and the platysma and fascia divided, the dissection was cau- 
tiously proceeded with ; the depressor muscles of the larynx 
were either cut or drawn aside and the carotid vessels in their 
sheath were drawn outwards. After this some little diflSculty 
was occasioned by numerous fistulous tracks and abscess-seats 
being met with, disguising the appearance of the structures, and 
deceiving one as to their nature ; but by steadily keeping to 
the side of the cricoid cartilage and trachea, at length the 
muscular tissue of the oesophagus was recognised and cut into 
longitudinally ; I introduced my little finger, found the oeso- 
phagus below quite patulous and healthy ; above, however, my 
finger was at once arrested by a dense, unyielding stricture, 
thus showing I had opened the gullet immediately below the 
seat of stricture. The largest sized tracheotomy tube having 
been passed in and secured, a flexible tube was passed through 
it into the stomach without difficulty, thus proving the gullet 
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to be free from obstruction below. The bleeding was trivial 
and no vessel of importance was even seen, except the brachio- 
cephalic vein, which lay deeply across the lower part of the 
wound. 

She rallied well from the operation, no sickness ensuing. 
For feeding her, a funnel and flexible tube were made to fit into 
the canula, and by this means essence of beef, milk, and brandy, 
in small quantities at frequent intervals, were administered. 
She was fed but sparingly at first. She slept Well, was free 
from pain, and expressed herself as much relieved and quite 
comfortable. As there was but little febrile reaction, when 
forty-eight hours had elapsed, she was allowed nourishment 
without limit ; indeed, for the first ten days after the opera- 
tion the patient's progress was most satisfactory, gaining 
strength and losing that death-like appearance that had 
haunted het so long; but with increased power she became 
less tractable, insisted on trying to swallow when the tube was 
out, fancying she could do so more easily than before, and, 
although it was impossible such could really have been the case, 
she resisted the reintroduction of the tube and administration 
of food by it, consequently she did not get that regular and 
abundant supply which she required- in fact, for one whole 
period of twenty-four hours she successfully resisted every 
attempt to feed her by the artificial opening. A bed-sore 
forming at this crisis added another element of exhaustion. 
Somewhat rapidly she lost ground, showing no signs of rally- 
ing powers; and, gradually sinking from exhaustion, she died on 
November 5, the eighteenth day after the operation. A local 
cellular inflammation, apparently commencing in the bursa over 
the olecranon of the left arm, appeared two days before death. 

The following report of the post-mortem examination, con- 
ducted thirty-six hours after death by Mr. Howard Marsh, is 
taken from the Hospital register. 

Body. — Extremely emaciated and shrivelled ; a recent bed- 
sore over the sacrum ; the lower third of left upper arm and 
upper fourth of fore-arm swollen and of dusky red-brown tint, 
pitting on pressure. 

Site of operation, — Wound extended from rather above the 
level of cricoid on left side to sterno-clavicular articulation ; 
edges healthy, with no signs of infiltration or local irritation, 
the integument and muscles being easily separated from one 
another. The oesophagus and trachea having been removed 
and opened from below, a stricture of about an inch in length 
was seen, the upper border being opposite to the middle of the 
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cricoid cartilage. The stricture was formed by an infiltration 
of the whole circumference of the tube, but the chief inter- 
ference with the patency of the canal was produced by a bulging 
backwards of the tissues between the oesophagus and the pos- 
terior aspect of the cricoid, these being especially the seat of 
infiltration. The canal was not only narrowed so that it 
would only admit of the passage of a No. 3 catheter, but was 
also tortuous. The inner surface of the oesophagus was 
ulcerated opposite the seat of stricture, and numerous fistulous 
tracks ran outwards into the soft parts around. Immediately 
below the stricture was a longitudinal opening into the left of 
the front aspect of the oesophagus, which readily admitted the 
finger ; it traversed healthy parts, and the canal below it was 
perfectly natural. The cauula that had been worn during life 
had caused no appreciable irritation. The mucous membrane 
over the arytenoid cartilages was in a state of f apparently 
chronic) oedema. On examining the part from the front, several 
old sinuses were found running from the stricture forwards 
among the muscles and opening into the wound. The in- 
nominata vein lay obliquely crossing the inferior extremity of 
the wound. Its coats were almost bare. 

Heart extremely small, weighing only 4| ozs. Its coronary 
arteries were atheromatous (slightly), and both these and the 
veins on the surface of the heart were tortuous and dilated. 
This appearance was probably due to the extremely shrunken 
state of the organ, the vessels being rendered as it were too 
long. The heart's substance was extremely granular, and a 
number of fat globules lay about the field of the microscope. 

Liver y spleen, and kidneys extremely atrophied only. No 
secondary deposit was found anywhere, and no enlargement 
or other change was found in the lymphatic gland system. 

Microscopic examination of the stricture tissue. — Made up 
almost purely of cells of the squamous epithelial type, many 
were polygonal, as large as, and in fact just like, pavement 
cells, but many were oval or spherical, while others were 
tailed, long processes projecting from the oval as well as from 
the polygonal kinds. The cells were in almost every instance 
very distinctly nucleated. 

Upon the above case I propose to make but few comments* 
The diagnosis of cancerous stricture of the gullet in an early 
stage, if not absolutely certain, was yet accepted as the reason- 
able and probable interpretation of the history of the patient, 
and the physical signs of her disease, and also that in the 
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limitation of the stricture to a small portion of the canal it 
followed its ordinary pathological conditions. With regard to 
the early treatment in the Hospital, I allow at once that the 
use of bougies was the cause of much mischief. Still, I believe 
I should not have been justified in omitting all attempts at 
dilatation. No external applications were used, except poul- 
tices when suppuration threatened, and of course I did all in 
my power by attention to the state of her general health to 
promote her comfort and sustain her strength. It is much to be 
regretted that the patient so persistently and obstinately refused 
to allow of the administration of nutrient enemata, for to this 
circumstance must be chiefly attributed her rapid emaciation 
and exhaustion. I am confident most surgeons will allow the 
propriety of operative interference, although some might have 
decided in favour of gastrotomy instead of oesophagotomy on 
the double grounds of the advisability of operating as far as 
possible from the seat of disease, as well as rendering it a 
matter of certainty of being below it. Still, feeling sure 
the stricture was of limited extent, and that I could open 
the tube below the stricture, I did not hesitate in advising 
oesophagotomy as the simpler and safer operation. But now 
the case is over, I confess I regret that the operation was 
not carried a step further and the strictured portion of the 
gullet divided. I do not thereby advise the needless inter- 
ference with malignant structures, nor would I wish to press 
unduly a comparison between such a proceeding and the 
usual operation of perineal section for stricture of the urethra ; 
still I feel strongly that in the performance of an operation of 
this character, a surgeon is bound to give his patient all pos- 
sible benefit ; and considering relief from starvation was the 
object here sought, and not the permanent cure of the patient, 
I am confident this poor woman would have experienced 
greater relief, would have been more hopeful of the future, and 
would, I firmly believe, have lived longer, if the power of 
swallowing had been restored to her. These cannot be con- 
sidered trivial matters ; they constitute the essence of a 
satisfactory result in such an operation, and to my mind far 
outweigh the possibility of hastening the progress of the disease. 
With an exhausted, well-nigh dying patient, such a contingency 
is surely of minor import. Looking back I lament the 
operation was not performed at an earlier date. I can only 
plead, as has so often to be done, when operations of expediency 
are under discussion, the extreme reluctance I had to ask the 

VOL. IV. p 
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consent of my patient to submit to a hazardous operation before 
tbe absolute necessity for it aniTed. 

Air. Howard Marsh has so admirably reported the post- 
mortem examination, that no point seems to require clearing 
up; however, I cannot help calling attention to the perfect 
accord that appears between the features of the case as noted 
during life and as revealed at the post-mortem examination. 
I do not think there is anything, unless it be the extreme 
atrophy of the viscera, that could not have been foretold, 
and even this is quite in accord with our pathological ex- 
perience. 

Upon the general considerations of the operation of oeso- 
phagotomy, I do not know that this case casts any new light ; 
our experience of it is still very limited. I found no difficulty 
in the operation, neither do I think there ever would be any, 
provided the site selected be not too high or too low. In thus 
limiting the range of the operation, I believe I am rather 
opposing the opinions expressed by Mr. Cock, who in his 
article in the * Guy's Hospital Reports,' remarks on this point 
thus : * However slender our experience may be, the fea- 
sibility of the operation is established by the fact, that it is 
quite possible to make a long deep incision along the side of 
the neck, and to continue the dissection down to the bodies of 
the vertebrse without compromising any vitally important 
organ or tissue.' Further on, he adds ^that a considerable 
longitudinal incision can be made into the gullet, whether 
pharynx or oesophagus, without present mischief or future 
detriment.' And again, * I am inclined to believe that a 
foreign body might be extracted from any portion of the 
cervical gullet, including a range commencing above that point 
of the pharynx which may be inaccessible from the mouth, and 
terminating below at the upper opening of the chest. It 
might even be possible to extract a foreign body from the 
intrathoracic portion of the oesophagus pro\dded it could be 
reached with the fingers, and thus brought under the influence 
of a pair of curved forceps.' 

I take Mr. Cock's meaning to be, although it is not so stated 
very distinctly, that he believes any portion of the cervical 
gullet, within the limitations expressed, may be safely and 
surely cut into for the purpose of extracting an impacted foreign 
body. Considering how freely the gullet had to be divided 
in his operation, before the extraction of the body was effected, 
this view — viz. that the gullet may be cut into anywhere in 
the neck — seems to be the logical as well as consistent con- 
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elusion to be drawn from the article. I believe that the range 
within which the gullet can be opened is very much more 
limited. How high it may be cut into is never likely to require 
a practical solution ; but how low down it may be possible to 
effect this step, I conceive to be a very important point to 
settle. To my mind it seems only necessary to remember that 
the termination below of the external incision is limited ; that 
the oesophagus — always closely applied to the spine — com- 
mencing opposite the fifth cervical bone, almost immediately, 
in accordance with the spinal posterior curve, passes somewhat 
sharply backwards and becomes very deeply placed in the 
neck ; that the great vessels all converge at the root of the neck, 
and on the left side the brachio-cephalic vein crosses over the 
trachea, often so high in the neck, as in my patient, as to form 
a bar to any further extension of the incision. In my own case, 
during the operation I wished to open the tube as low as pos- 
sible, but from the causes mentioned above, chiefly from the 
oesophagus so quickly passing out of reach, I was forced to 
content myself with cutting into the gullet close to the level of 
the cricoid cartilage. Here the operation is easy, and I would 
strongly urge the selection of this site in any future operation. 
It may be said, that if the operation be undertaken for the 
extraction of a foreign body you must make your cut wherever 
that may happen to lie. To this argument I would answer, that, 
in the majority of the reported cases, it has been found impos- 
sible to do more than speculate upon the spot where the body has 
lodged ; but surely of all places it will usually be there, where 
the large funnel-shaped pharynx contracts and merges into the 
comparatively narrow-tubed oesophagus — this is immediately 
behind the cricoid cartilage, the site I have alluded to. Even 
should the offender not lie immediately there, one diflSculty, 
the gaining the gullet, has been overcome, and then with com- 
parative ease the opening may be either dilated or further 
incised. The point I wish to press is the ease with which the 
gullet may be reached on a level with the cricoid cartilage, the 
diflSculty that will be encountered if it be sought below it. 



Article XIII. — On the MoUuscum Coniagiosum of Bate- 
man. By Dyce Duckworth, M.'D. Edin. 

THE following cases of this disease having come under my 
observation in the course of the last two years, I have 

been induced to trace their history, and enquire how far the 

p 2 
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element of contagion plays a part in the production of this 
cutaneous affection. 

Some of the cases afforded me means of studying the patho- 
logical anatomy of this form of moUuscum, and I have re- 
corded the results of my examinations in this direction. 

Case I. 

A. A., «t. 9 years, was admitted into Elizabeth Ward with 
hydatid tumour of the liver, under the care of Dr. Edwards. 
She had a number of mollusca situated mostly about the mouth 
and clavicular regions. The hepatic tumour was treated by 
puncture to liberate the hydatid fluid, and the case did well. 
Nothing was done for the mollusca as some of them appeared 
to be drying up and disappearing. 

About six months afterwards this patient came under my 
care at the Boyal General Dispensary. Her mother thought 
the belly was again enlarging. Several of the mollusca re- 
mained, and from one of them I was able to squeeze the usual 
white pultaceous matter. Mr. Newstead bisected some of them 
and applied solid nitrate of silver to the surfaces. In a few 
days these had shrunk and were passing away. As the girl 
was badly nourished and tended, Dr. Church kindly re- 
admitted her into the Hospital. The abdomen was carefully 
measured from time to time, and as it underwent no alteration 
she was discharged after a few weeks. 

From the mother of this girl (an intelligent woman) I pro- 
cured the following history — in the same house a baby about 
twelve months old had the same affection. This was the first 
case. Two or three brothers and sisters of this infant, of 
various ages up to nine years, subsequently suffered from it. 
A. A. (Case I.) was affected at the same time. Next, an 
infant sister, aged nine months, took it, and had ^ the spots ' 
for about ten months. Lastly, a brother, aged six years, be- 
came affected, and had three ^ spots ' which remained for about 
a yean 

Case IL 

A. C, sBt. 3 years, a Jewish child, was brought to me at 
the Royal General Dispensary by the mother of A. A. (Case 
I.) to show a tumour of moUuscum on the left infra-clavicular 
region. This occurred ten months after A. A. had been under 
my care. I detected another small tumour upon the left lower 
eyelid. On enquiry I found that Mrs. A. frequently left her 
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baby (affected with molluscum) in charge of the family to 
which this child belonged. She was a favourite with the chil- 
dren who played with her.* 

On proceeding to squeeze the tumour on the breast^ the 
delicate and vascular integimient covering it burst and liber- 
ated the contents ^en masse.' The molluscum was in fact 
enucleated. A little bleeding occurred, which, after the 
ruptured integument had been removed with scissors, and the 
base touched with nitrate of silver, at once ceased. I shall 
presently describe more in detail the characters of this little 
tumour. 

Six months later I saw this child again, and found a small 
tumour under the chin, and a larger pedunculated one on the 
back of the neck. The first moUusca had disappeared. I 
learned that there was another case in the same house, the 
subject being a child in a family lodging there. This was — 

Case III. 

E. B., aet. 4 J years. Has had numerous clusters of moUusca 
on chin and neck for about a twelvemonth. Is a constant 
playmate of Case II. Removed some of the tumours and 
contents. 

Case IV. 

Another brother of A. A. (Case I.), 8Bt. 4 years, was brought, 
at my request, with a molluscum on his upper lip which has 
been there for six months. This was seventeen months after 
I first saw the sister. 

I have now given the particulars of four cases which came 
before me, and have shown that while these occurred in three 
distinct families, which I shall call A, B, and C, a clear 
history of the disease was obtained as having affected the 
children of a fourth family D. Now, B, C, and D lived in 
the same house, and the children of family D, though living 
elsewhere, were frequently associated as playmates with those 
of C. I have only to add that these cases furnish to my mind 
sufficiently convincing evidence in favour of the theory of 
contagion. I shall moreover adduce stronger testimony from 
various sources as I proceed. 

Respecting the question of contagion in this disease, we find 

* I may state that I visited these families at their homes, and verified these 
statements as fax as possible. 



214 On the MoUuscum Contagiosum of Bateman. 

there is variance of opinion amongst writers on cutaneous 
medicine. Thus Mr. Erasmus Wilson states : "^ * Of the non- 
contagious nature of these tumours there cannot be a second 
opinion.' And again :t * We hold to the non-contagious side 
of the question, and believe in their endemic and epidemic 
nature rather than the capability of their communication by 
contact.' 

M. Caillault % remarks : ' The attentive and continued study 
of many cases of moUuscoid acne which existed simultaneously 
in diflPerent wards of the Hospital for Children, compels us now 
to believe in the possible contagion of this disease, and induces 
us to retract our former opinion that the epithet of Bateman 
was erroneous.' 

Hebra § observes : * Some (English) writers believe that it 
is, and others that it is not, contagious. Of these opinions the 
latter is the one I myself hold.' 

M. Hardy || believes the contagious elements reside in the 
spores of a certain cryptogamic parasitical plant. I believe no 
one has confirmed his observations, and I have never seen any 
such structures in the tumours or their secretions that I have 
examined. 

Dr. Tilbury Fox % found in the sac of a tumour of moUuscum 
a species of acarus, and he asks, ' Can the peculiar cells be the 
eggs of any animal parasites ? ' He remarks further, ^ It is 
probable there are two varieties ' (of moUuscum). The cases 
he has seen lead him to think the disease may be contagious. 

Dr. Neligan ** remarks : * I have no doubt in my mind as 
to its possessing the property of being propagated by direct 
contact, as from persons sleeping together, or in the case of 
children while at play.' 

Mr. Jonathan Hutchinson ft tas informed me that he recog- 
nises a contagious form of moUuscum as distinct from a fibrous 
form met with more rarely in adults. 

Dr. McCall Anderson of Glasgow informs me that he fully 
subscribes to the existence of a contagious form of moUuscum. 

* * Diseases of the Skin,' 6th ed. p. 663. 
t * Student's Handbook of Diseases of the Skin,' vol. ii. 

\ ' A Practical Treatise on Diseases of the Skin in Children,' p. 76. Transl. 
Blake. 1861. 

§ ' On Diseases of the Skin.* Transl. C. H. Fagge. * New Syd. Soc.,' voL i. 
p. 134. 

II * Le9ons sup les Maladies de la Peau ' (deuxifeme partie), p. 96. 

f ' Skin Diseases/ p. 226. 1864. 

** 'Practical Treatise on Diseases of the Skin,' 2nd ed. p. 306. Belcher, 
Dublin. 1866. 

tt Quoted also by Fagge in his edition of Hebra, loc. cit. . 
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Dr. Hillier * thinks * the question of contagion must be held 
to be undecided.' 

Dr. R. Payne Cotton f remarks that the disease may or may 
not be contagious, according to the character of the morbid 
elements which give rise to it, and these may in some cases be 
simply indurated sebaceous matter, or in others organised pro- 
ducts of a different nature. 

Dr. Craigie J was amongst the earliest pathologists to recog- 
nise two forms of molluscum, the one contagious and the other 
not. 

Professor Henderson § could not satisfy himself as to con- 
tagion in some cases he has very ably described. 

Virchow II believes that if the secretion of contagious mol- 
luscum reaches the sebaceous glands, new moUusca may be 
formed at the affected points. 

I think it possible to reconcile these opinions by reference 
to exact and ascertained facts. In the meantime the testimony 
of the majority of writers is in favour of the contagion view. 
Confusion has no doubt arisen from the fact of there being two 
distinct diseases named molluscum. Mr. Erasmus Wilson, for 
instance, does not appear to recognise two different affections 
in M. contagiosum and M. simplex v. chronicum. Both forms 
have been carefully described, but I suppose it. has but rarely 
fallen to the lot of observers to meet with cases illustrating 
them. The cases which I have collected and subjoined will, 
I believe, convey proof to the most sceptical non-contagionists 
that a distinct disease occurs which, under certain unascertained 
conditions, passes from child to mother, and so on through other 
members of a family or household. With the non-contagious 
form — a disease of adult life, and a grave one — we are no 
further concerned than to sufficiently depict its characteristics 
for the purposes of differential diagnosis. These will be shown 
later on, 

I shall now exhibit in a concise form the history of a large 
number of cases which I have collected from •various sources. 
Doubtless additional time and labour would have enabled me 
to add considerably to the list. 

* < Handbook of Skin Diseases/ p. 192. 1865. 

f Keport of some cases of Molluscum contagiosum. * Edin. Med. and Surg. 
Journ.,' vol. Ixix. p. 82. 1848. 

\ Description of a case of the Molluscum of Dr. Willan. * Edin. Med. and 
Surg. Journ.,' vol. Ixxv. p. 106. 1861. (This paper was written in 1819.) 

§ 'Edin. Med. and Surg. Journ./ vol. Ivi. p. 213. 1841. 

II ' Die krankhaften Geschwillste/ p. 221. Berlin, 1863. 1. Band. 



216 On the MoUuscum Contagiosum of Dateman. 



Dr, BatemavLS CcLses* 

Nurse caught it from child she tended. Two children in 
same family also suffered. In another family^ an infant took 
the disease from a child who ' nursed ' it. 

Professor ThomsoiCs Cases.\ 

In one family^ the eldest boy was affected, supposed to have 
caught the disease from a playfellow. A younger sister and 
infant brother were subsequently affected. Mother who nursed 
the infant did not suffer. In a farmer's family a child was be- 
lieved to have caught moUuscum from a chUd of one of the 
farm*servants. Nurse of the child was affected on the neck 
where the infant usually laid its head. 

Professor HendersorHs Cases.X 

Three children in one family affected in succession. A 
neighbour's child in habit of associating with above. An 
orphan boy who had lived in a workhouse. 

Dr. Pater sorCs Cases, \ 

Child of a Newhaven fishwife affected about mouth and nose. 
Mother suckled it from one breast only and became the subject 
of the disease, which was confined to the mamillary sebaceous 
glands. In another family a child was affected on neck and 
shoulders, and the disease was believed to be caught from a 
girl who carried it, and was the subject of certain cutaneous 
tumours. 

The remaining two cases reported by this physician, I agree 
with Mr. Erasmus Wilson in considering unsatisfactory. 

Dr. NeligarCs Cases.\ 

* I have myself witnessed two instances in which the acute 
form of this affection was communicated by children to adults^ 
in each case members of the same family.' 

* * Delineations of Cutaneous Diseases.* London, 1817* 
t Quoted by Faterson in his paper. ' Edin. Med. and Surg. Joum./ toI. Ivi. 
p. 280. 
J Op. cit. 

§ *Edin. Med. and Surg. Journ./ vol. Ivi. p. 279. 1842. 
II Op. cit. p. 305. By the acute form is signified M. contagiosunu 
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Mr* Erasmus WilsorCs Cases* 

A girl, aet. 4 years, had fifteen or twenty tumours. She 
recovered in a few weeks without treatment. Next, an infant 
sister and another, aet. 6 years, were brought suffering similarly; 
the mother also had several moUusca on her neck, and the scars 
of some that had lately healed on her face. After some months 
the disease occurred m some of the Meibomian glands in one 
of the children. Mr. Wilson considered this family to be of a 
sebaceous constitution. 



M. CaiUaulfs Cases.lf 

L. J., scrofulous girl, aet. 7. Numerous tumours on face, 
eyelids, and shoulder. In same ward, fourteen out of thirty 
children were affected with the same disease. M. Caillault 
noted that the first child affected was the youngest, and was 
often attiCnded to by L. J., who in consequence of attacks of 
ophthalmia was much confined to the ward. He watched the 
cases with much care and was able to affirm that no new 
examples entered the ward. 

An isolated case (E. A., aet. 7iyears) occurred in another ward 
containing scrofulous children. The occupant of the next bed 
(aet. 12 years) who was kept on her back with white swelling, 
and consequently attended upon by E. A., had at the same 
time (either from coincidence or contagion) a tumour of mol- 
luscum on the right cheek. The next case seems less doubtful. 

Madlle. F. X., aet. 14, had for. nearly six months thirty 
tubercles of molluscum on her neck and face. Her brother, 
aet. 18, had had on his face for a longer time than his sister 
some tumours exactly similar to hers. The family believed 
them to be warts, and thought they were communicated by 
means of towels which the brother and sister used in common. J 

M. Hardy* s Case.\ 

A nurse had four or five mollusca on her breast ; the child 
suckled by her had similar tumours on the parts of the face 
which came in contact with the diseased breast. 

* Op. cit. p. 641. t Op. cit. p. 77. 

\ It is right to mention that M. Caillault reports some thirty cases of the 
disease, in hospital and other practice, in which he could not trace any contagion. 
§ Op. cit. p. 98, and quoted by Bl£j&e in his trans, of Caillault. 
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Dr. Addison's Cases J^ 

In some instanceB of the disease which came under the care 
of the late Dr. Addison at Guy's Hospital, and from which 
several wax models in the Museum there were copied, there 
was distinct history of communication of the affection fix>ni a 
nurse to children^ and from the latter to other children. 

Dr. Cotton^s Cases,^ 

A girl, set. 14, had the disease on hands and arms. Next, an 
infant sister, six months old, suffered on arms, chest, and thighs. 
Three months subsequently another sister had it on the head. 
The mother recollected having had something of the same kind 
when a child. The father, three other children, and some 
young neighbours constantly associating with those affected, all 
escaped. Dr. Cotton thinks the children may have derived 
some hereditary peculiarity from their mother. 

Pathological Anatomy of Molluscum Contagiosunu 

I shall first describe the characters of the secretion from these 
tumours. 

If the scab-like punctum or hilum, as it may be termed, 
always met with on the summit of these growths, be removed 
with the point of a knife, and the tumour be firmly squeezed, a 

thin column of white pultaceous matter is 
^' caused to exude. It is not unlike newly- 

churned butter, and of the same consistence ; 
it can be rubbed down between the fingers, 
and does not communicate a greasy stain to 
paper. It dries up into a starch-like cake. 
On microscopic examination the secretion is 
seen to be made up of numerous corpuscles, 
(^ which are clearly referable to the epithelial 
)^ type, and indeed most exactly resemble that 

© variety known as tesselated. 

Fig. 1 illustrates their characters. On 
adding solution of caustic soda they swell up and become 
more distinct. The younger cells are smaller and more round ; 

♦ Catalogue, Guy's Hospital Museum. Fop permission to introduce tbese cases 
Lere, I am indebted to my friend Dr. Moxon, the Curator of that Museum. 
t Op. cit. 
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some are oval. Finely granular contents are visible, most 
numerous in the younger cells, and in many of them nuclei are 
apparent. 

Description of Enucleated Mass from a Tumour.^ 

The following observations refer mainly to the examination 
of the small moUuscum which was enucleated in my second 
case. The note I made at the time describes the naked eye 
characters thus — small mass, size of pea, made up of many 
small lobules, invested by a delicate vascular membrane. On 
the anterior aspect, corresponding to a central depression, is an 
aperture leading into a cavity. The appearance of the entire 
tumour somewhat resembles a small white raspberry, from which 
the calyx and thalamus have been removed. 

Through the kindness of Mr. Bowater Vernon I have had the 
opportunity of examining another of these tumours, which he 
removed, enucleated and entire, from the lower eyelid of a 
young lad. It had been in chromic acid solution for some 
time and still contained some of the pultaceous secretion in its 
cavity. 

These tumours, as seen removed from the cuticular cyst, 
resemble externally small racemose glands, such, for instance, 
as the salivary, the appearance of small lobules being very 
distinct. 

In some instances it is impossible to remove the little tumour 
from within the cutaneous investment. In an early stage they are 
dome-shaped, completely sessile, and often rising from a broad 
base. In this condition, however, it is generally possible to cause 
extrusion of pappy contents by pressure after scraping off the 
epidermis, and this sometimes occurs during ordinary friction 
with a towel. The tumours may retain their dome shape with- 
out becoming pedunculated, and may also enlarge considerably, 
discharging from time to time. I am inclined to think that the 
occurrence of occasional discharge prevents the tendency to 
pedunculate in individual instances. 

Microscopic examination of their sections illustrates the 
lobular and other arrangements, and I have figured the ap- 
pearances disclosed on subjection of such an one to a power 
of 100 diam. linear (fig. 2). There is seen externally a some- 
what delicate membranous investing sheath (o). Immediately 
within this lies the most dense and firm portion of the growth, 

* Mr. E. Wilson, Prof. Henderson, and M. Caillanlt haye all given good accounts 
of these tumours. 
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which requiree a higher magnifTing power to exhibit its intimate 
structure (6). 

It is much paler than the internal part (c), the nature of 
which is, however, clearly shown. There ia at once noticed the 
_ compound glandular 

character of the tu- 
mour, the lobules, as 
they may be termed, 
appearing mapped out 
jj by inyolutiona of the 

fibrous investment. As 
% just stated, the inner 

portion is alone clearly 
demonstrated by this 
minifying power, and 
it consists of innumer- 
able cells which are shed into the free central cavity of the 
little mass. It is quite obvious that this matter coustitutes 
the pap which can be squeezed through the central aperture 
while the tumour ia in situ, and of course after remoT^ from 
the body. The cells are seen to be larger the nearer they 
approach the free surface, or, more 
' strictly, the centre of the growth 

o o<^ <D c^ (^(ly They appear dark as viewed 

densely packed together. I should 
state that this preparation was 
examined first in the recent state, 
and subsequently with the ad- 
dition of glycerine. 

Fig. 3 illustrates the more mi- 
nute structure of the dense peri- 
pheral portion magnified 320 dia- 
meters linear. At a are seen the 
nuclei in the fibres of investment. 
Myriads of closely-packed cells 
abut upon this membrane, placed 
side by side and vertically for the 
most part (fi). The addition of 
glyceriue renders their nature and arrangement more clear. 
The same appearances are seen when the section has been 
previously steeped in chromic acid solution. Passing inwards 
the cells are observed to be larger till they reach their maximum 
size most internally as seen at c 

Of the cuticular covering of these tumours I have nothing 
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particular to remark. In many of them may be seen small 
ramifying bloodvessels, and the dermal membrane is generally 
BO delicate that the contained tumour gives a pearly aspect to 
the mass. 

Having thus described the class of molluscum to which, as I 
believe, has rightly been assigned the epithet * contagiosum,' I 
may remark that other morbid conditions have received the 
same name, or have been classified as different -forms of mol- 
luscum. Several writers have subdivided the contagious form 
into varieties, these being taken from the naked eye characters, 
and there can be no objection to this so long as a distinct 
disease is not included in the category. This leads me, how- 
ever, to discuss the 

Pathology of Molluscum Contagiosum^ 

I believe we shall do rightly if we adopt the teaching of 
such pathologists as Craigie, Gustav Simon, Hebra, and Vir- 
chow, in regard to this affection. Thus, according to Gustav 
Simon,* there are two kinds of molluscum, one M. ' simplex,' 
the other M. * contagiosum,' the former consisting of fibro- 
cellular outgrowths unconnected with follicular structures, the 
latter being due to increased growth in sebaceous glands, f 
Dr. BealeJ has described with great minuteness a case of 
molluscum. Careful perusal of his report at once enables us 
to refer this instance to the variety * simplex ' (Simon) v. 
*chronicum' (Craigie). This disease has been well described 
by these writer8,§ as well as by Hebra and Virchow. It must 
be regarded as entirely distinct. The famous case reported by 
Professor Tilesius || was no doubt of this nature, and it is 
believed to be the first accurately recorded. It seems to be 
peculiar to adults, and is said to be more common in males. 
There is no history of contagion, and the disease occurs on all 
parts of the body. The tumours are apt to enlarge consider- 
ably, which they never do in the contagious form of molluscum. 
Again, the general health is affected in these cases, while 
this is never so in instances of the minor affection, though 

* *Die Hautkrankheiten/ pp. 235 and 364. Berlin, 1851. 
t Vide Paget's ' Lectures on Surgical Pathology/ note on p. 452. 2nd ed« 
Turner. 

X * Path. Soc. Trans./ vol. tI. p. 313. § Op. cit. 

II Vide Craigie's admirable analysis of Jacobovic's treatise, op. cit. p. 115; and 
Virchow, op. cit. p. 325. 
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there may perchance be a strumous habit coexistiBg (Craigie, 
Fuchs). 

Beale's examination of Mr. Bowman's case led him to believe 
that the tumours consisted essentially of a morbid alteration 
in the structures concerned in the formation of the hair, espe- 
cially in the cells at the deepest part of the follicle, and in the 
follicle itself, and that the subcutaneous areolar tissue was 
considerably hypertrophied while the sudoriferous and sebaceous 
structures were unconcerned in the growths. He found also 
what he conceived to be altered hair structures in the centre 
of several tumours. Now, it is clear that there is an essential 
difference between these growths and those of the contagious 
kind. I have not met with any structures resembling hair in 
the small mollusca from children, nor have I observed hairs 
growing out of these tumours, though I have seen them in 
one case of fibroma molluscum. I fully agree with Hebra,* 
who remarks : * If we are to term this affection " molluscum," 
we may distinguish two varieties of it by naming the one 
M. fibrosum, or, as Virchow has it, " Fibroma molluscum," and 
the other " M. sebaceum," s. " contagiosum." ' f 

* Op. cit. Vide plates illustrating the two aflfections. Willan was one of the 
earliest English writers on the chronic form. 

t Thanks to the kindness of my friend Dr. Hilton Fagge, since writing the 
above, I have been enabled to see two cases of the fibrous form of molluscum. 
The first was from amongst his out-patients at Guy's Hospital — a woman, aet. 34. 
She has had numerous tumours for about ten years. They came gradually, and 
vary in size from that of a pin's head to a walnut. Some of them are pigmented, 
much like the so-called sultana raisins in appearance, pedunculate also and pen- 
dulous. They possess no scab-like stigmata, nor can any contents be forced out 
of them. Others, and especially the larger ones, are doughy to the feel, the skin 
covering them appearing natural in texture though possessing a peculiar mauve 
tint. They are numerous on the face, shoulders, and mammae. The largest is 
over the left hip. The tumours are painless, and insensible to pinching. Hairs 
protrude from some of them. The general health of this woman is excellent. She 
has been married nine years, and has suckled five children without once com- 
municating the affection. There is no history of such a disease amongst her im- 
mediate relatives. 

The second case had been in Guy's Hospital and also in the London Hospital, 
for the relief of certain tumours on the right leg. I went to her home in Essex to 
examine her condition. Her age is 22, she is single, and has lived in a miserable 
hovel all her life. She has numerous tubercles of fibrous molluscum on various 
parts of the body. These commenced to grow when she was about fourteen or 
fifteen years of age, and new ones constantly appear. At first they are not laiger 
than a pin's head or millet seed, and gradually grow till they assume the propor- 
tions of a pea or in some cases even of an orange. They are abundant over the 
front of the breast. Both nipples have been enlarged for four or five years, and 
are now firm and fibrous to the feel. Several pendent portions are attached to 
them. There is a tumour near the left mamma the size of a walnut, tender when 
pinched. It is of a mauve tint at the base, and becomes browner towards the free 
extremity. As in the first case, there are several of the purplish cushiony tumours 
of various sizes amongst the groups, and in some instances the skin is commencing 
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Virchow* has expressed himself as follows: — *Ein genetischer 
Unterschied zwischen Molluscum contagiosum und non-con- 
tagiosum ist jedenfalls nicht bekannt ; man konnte hochstens 
die mit geschlossenen Ausfuhrungsgangen fiir nicht-contagios 
und die mit ofFenen Ausfuhrungsgangen fiir contagios erklaren.' 
This statement is supported by the known facts of the two 
affections. 

In the present state of our knowledge, I believe we approach 
nearest the truth if we describe these tumours (M. contagio- 
sum) as diseased conditions of the sebaceous glands. The 
teachings of direct inoculation having for the present failed us, 
we are nevertheless, I consider, entitled to suppose that the 
secretion of moUusca is the most likely element in propagating 
them. Bateman and others believed this. The individual cells 
probably possess the inherent power of exciting in the healthy 
sebaceous cell an abnormal stimulus, whereby its activity is 
increased and its properties altered. The secretion reaches 
these glands through their openings, and the minute hairs may 
serve to retain and conduct it. The largest tumours, I believe, 
are the result of this morbid action set up in the compound 
sebaceous follicles, the individual sacculi becoming hyper- 
trophied, thus forming the botryoidal or racemose appearance 
in the entire tumour. The active centres of growth are doubt- 
less the lining layers of glandular epithelium, which are con- 
to shrivel over them. On certain of them were situate! two or three small brown 
tumours, and from more than one I was able to squeeze by firm pressure a very 
little whitish fluid. From another I removed with my thumb nails a mould of a 
distended hair follicle with a blackened head, such exactly as one would term the 
contents of a specimen of acne punctata. None of the tumours possessed the 
stigmata of M. contagiosum, nor did I observe any emergent hairs. I explain the 
facts just mentioned by supposing that so extensive a disease could not fail to 
involve numerous hair and sebaceous follicles, and in some instances to irritate 
them considerably. There were numerous tumours in the grooves of the back and 
upon the arms. The largest growths were upon the right leg ; one the size of an 
orange had been removed from over the lower third of the tibia, and a smaller one 
from the neighbourhood of the internal malleolus. The integument over the lower 
third of the limb was hard and brawny, but no smaller tumours were found here 
or on the other limb, neither did any exist on the lower part of the trunk. The 
growths on the face were small and flattened, more or less white, not brown, 
mauve, or pedunculated. I could not fail to be reminded on seeing this poor girl 
of the remarkable instance of the disease which Virchow has placed on record, and 
likewise had engraved for a frontispiece to his great work on tumours,^ though 
there were certainly no growths of such size as he there depicts. The general 
health of this patient was indifferent. She complained of weakness and incapacity 
for her household duties, and this has increased during the last year. No other 
members of her family were similarly affected. 

* Op. cit. 1. Band, Follicular-Cysten, p. 223. 



* Vol. i. op. cit. 
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tinuous with the mucous layer of the skin. The morbid im- 
pulse conveyed here is followed by active cell-formation, great 
enlargement of the entire gland, and its upward extrusion, in 
the manner so well described by Wilson,* above the level of the 
skin. Its advance in this direction, indeed, is entailed by its 
anatomical position. The cuticle advances before it, becomes 
thinner and thinner by pressure, while the so-called hilum or 
scab, which is always seen towards the summit, remains to 
show, according to Hardy, the original orifice of the obliterated 
follicle. 

As already stated, we are ignorant of the conditions under 
which the affection proceeds. I believe the disease is unknown 
amongst classes of individuals who follow the common laws of 
hygiene. Doubtless dirt, overcrowding, and the unhealthy con- 
ditions inseparable from poverty, are important factors in the 
propagation of the disease. 

I think we may fairly assume that contact is necessary 
to originate the morbid process, and it is at least possible, as 
both Mr. Wilson and Dr. Cotton suggest, that certain persons 
may possess a sebaceous constitution or diathesis, with special 
tendency to diseases of this portion of the cutaneous system. 

Natural Tendency of the Disease, 

Several modes of termination have been observed. Some- 
times the little tumours drop off spontaneously, or an inflam- 
matory process arises which leads to what may be called a 
radical cure. Again, they may become pedunculated, in which 
case they tend to drop off. 

An unsightly ulceration also occurs in the summits of the 
tumours, and the contents are thus shed, and in fact slough or 
suppurate out. I have seen ugly cicatrices as the result of 
this. A very noteworthy removal of the disease, unique so far 
as I know, was effected in the case of a little girl under the 
care of Dr. Church, who suffered from scarlatina. During 
recovery from the fever all the moUusca came away with the 
desquamating cuticle. 

The affection may last from a few months to a year and a 
half, unless interfered with by treatment. The tumours are 
remarkably painless, and bear any operation. I need not here 
allude to the further contrast between this disease and fibrous 
moUuscum, which is brought out by a study of the natural mode 
of cure in the milder affection. 

^ * Student's Handbook/ vol. ii. 



On the Molluscum Contagiosum of Bateman. 225 

Inoculation Experiments, 

These appear to have failed in every instance. Attempts 
were made by Professor Henderson and Dr. Paterson to pro- 
pagate the disease in this manner. Hebra likewise inoculated 
but without success. Zeissl, quoted by Fagge, denies the 
contagiousness of molluscum, because his, and the experiments 
of Hebra and others on inoculation failed. He had, however, 
never seen the disease in children. As Dr. Fagge very rightly 
remarks, if the mollusca in these cases were merely the sessile 
or pedunculated tumours of adults, the failure of these experi- 
ments can hardly be considered to disprove the possibility of 
contagiousness. 

In conclusion, I would remark that there is a popular belief 
that ordinary warts (verrucae) are contagious. I am not 
aware that there are any well authenticated cases on r.ecord to 
prove this. It has occurred to me that this opinion may 
perhaps have had a partial origin in the facts that have been 
so frequently observed in cases of molluscum contagiosum, and 
where, it would appear, the evidence in favour of contagion, 
under certain conditions, is incontestable. It is not unlikely 
that these little tumours may have been mistaken by the igno- 
rant for true warts. 



Article XIV. — Case of Elephantiasis Ardbum success- 
fully treated by Ligature of the Superficial Femoral 
Artery. By T. Sympson. 

FOR notes of the following case I am indebted to Mr. 
Samuel Mills, House Surgeon to the Lincoln County 
Hospital. 

L. A., aet. 41, unmarried, an union schoolmistress for twenty- 
one years, was first admitted into the hospital on December 23, 
1867, suffering from elephantiasis of her left leg and foot. 
The enlargement and disease of the limb were at this time 
limited to the i)arts below the knee, the tissues of the thigh 
being scarcely, if at all, infiltrated. 

She states that for thirty-one years her left foot and leg 
have been larger and more vascular than the right, but it is 
sixteen years since her leg began to swell and become 
materially diseased and painful. Within that period it has 
varied more or less in size, sometimes becoming extremely 

VOL. IV. Q 
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painful and irksome to her, and thus rendering her unfit 
for the performance of her duties until the inflammation had 
subsided. 

On December 24, 1867, the leg was In the following state : 
The limb, from just below the knee to the ends of the toes, nv^as 
very much swollen, apparently from hypertrophy of the skin 
and subjacent soft parts, whereby its natural contour was 
obliterated and its symmetry effaced, the thickest and most 
prominent parts being over the instep and just above the ankle, 
where the enlarged and altered tissues formed great bosses 
divided by a deep sulcus. The surface was arranged into 
transverse corrugated lines with intervening furrows, and the 
natural cuticular surface appeared lost and replaced by rough 
irregular scales of a reddish-brown tint. The front aspect of 
the lower half of the leg was occupied by a large irregular 
patch of tubercular-like ulceration. The granulations being 
very vascular, prominent, and bright scarlet in colour, gave to 
this part a raspberry-like appearance and arrangement. This 
kind of ulceration affected also the dorsum and the sole of the 
foot in irregular circular patches, and, wherever present, it 
yielded a very offensive thin discharge. The three middle 
toes were matted together, and formed one large fungous mass 
ulcerated upon the surface. The great toe, although separate, 
was distorted, and was affected by the same kind of hyper- 
trophy and of ulceration. All the ulcerated parts were ex- 
cessively vascular and highly sensitive. The tumefaction and 
engorgement of the limb were always much increased by her 
being up and about. 

The following comparative measurements of the legs were 
taken after she had been lying quietly in bed for a few days : — 

Healthy limb (right) Diseased Umb Oeft) 

Around the calf . .12^ inches 15 inches 

Above the ankle . . lO} „ 14 „ 

Across the instep . • 9J- ,, 12^ ,, 

The right leg, from the ankle to about four inches above it, 
was to a slight extent the seat of hypertrophy of the skin and 
subjacent connective tissue, and was marked by three cicatrices 
— a large one extending half-way round the back of the leg 
just above the ankle, and two others situated somewhat higher 
on the anterior and external aspect of the limb. She stated 
that, twenty-five years ago, after a severe attack of inflamma- 
tion, large ^ cores ' came from the situations now occupied by 
the cicatrices. About the same time her right cheek became in- 
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flamed and a portion of the malar bone came away. The malar 
bone^ zygoma^ and adjacent tissues remained thickened. 

She had not, to her recollection, suffered sprain of either 
limb, nor had she had intermittent fever. 

Her general health had never been very good; when a 
girl she passed favourably through an attack of scarlet fever ; 
but for many years she had been subject to inflammation of the 
left leg, recurring at intervals of from three to five weeks 
sometimes for two years together, afterwards ceasing for a year 
or two, attended with considerable constitutional disturbance, 
and on each occasion leaving the limb more greatly enlarged 
and indurated. The attacks commenced with nausea and 
vomiting, which were followed by extreme tension and swell- 
ing, as well as excessive pain of the limb, which was of a 
scarlet redness. On the week succeeding the cessation of the 
attack desquamation of the cuticle always occurred. She first 
noticed the occurrence of any thickening in the form of a small 
puffy nodule on the second toe. 

Her mother died, when 35 years of age, of phthisis ; her 
father, at 29, of some complaint in his back. She had one 
sister living, 44 years old. 

The leg was dressed with a weak solution of carbolic acid 
(1 to 30), and she was ordered a mixture of tincture of per- 
chloride of iron and quinine. 

On January 1, 1868, local pressure was tried by means of 
tight bandaging, but this had to be left off on account of the 
excessive tenderness of the granulations. 

21. — Iodide of potassium in scruple doses was given in a 
bitter infusion three times a day. 

25. — lodism produced. To omit the iodide of potassium. 

February 20. — Pressure on femoral artery exerted by means 
of a Skey's tourniquet, which was worn for about an hour 
every day. This was kept up more or less for a month. 

March 23. — The limb considerably improved in many re- 
spects, being altogether diminished in bulk and the skin being 
looser. At her own request she went out relieved. 

30. — The patient, after being out a week, returned, and 
sought readmission into the Hospital on account of the leg 
getting much worse. She was now willing and almost anxious 
to have it amputated, or to submit to any other operative 
measure that might be deemed advisable. The swelling and 
engorgement of the foot and leg were very considerably in- 
creased, and the pain and excessive tenderness of the ulcerated 
parts were such as to render her existence miserable. She 
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was accordingly admitted, ordered to remain quiet in bed, and 
the leg dressed with water dressing (carbolated). 

Ai)ril 3. — The urine on examination was found to be turbid 
from deposit of lithates, free from albumen, and having a 
specific gravity of 1023. 

8. — Pressure on femoral artery by tourniquet again tried. 
Ordered to take cod liver oil and syrup of the iodide of iron. 

27. — Leg not so well again. There was a scarlet blush on 
front of the leg and over the knee. She had had slight rigors 
and was feverish. Ordered to take citrate of potash in the 
effervescing form ; hot fomentations to be applied to the limb. 

May 2. — The erysipelatous blush had disappeared. To 
resume the cod liver oil and iodide of iron. 

26. — As the limb was at its best simply a painful encum- 
brance to her, and as the disease appeared to have been almost 
wholly uninfluenced by the treatment hitherto adopted, it was 
proposed to place a ligature on the main artery of the limb, to 
which she readily consented. She was at this time in pretty- 
good health, the bowels regular, and the urine free from 
albumen, of sp. gr. 1030, and merely turbid with lithates. 

28. — 11 A.M. Chloroform having been administered, Mr. 
Sympson ligatured the superficial femoral artery at the apex of 
Scarpa's triangle at about four inches from Poupart's ligament. 
No diflSculty was experienced during the operation. In pass- 
ing the needle the vein was carefully avoided, and on its with- 
drawal, armed with strong whipcord, the internal saphenous 
nerve was held outwards by forceps until the ligature was 
tightened. The lips of the wound were approximated by three 
silver sutures and intervening broad strips of plaster, a light 
pad of lint and a bandage being applied over the whole. The 
limb from the toes upwards was then enveloped in cotton-wool, 
kept in position by flannel bandages. The patient seemed 
remarkably well after the operation was completed. — 2 p.m. 
Complained of gnawing pain about the inner part of the knee 
and also in the lower part of the back. Had half a grain of 
acetate of morphia in solution given at once. The toes retained 
their former colour, but were not quite so warm as those of the 
opposite limb. — 8.30 p.m. Had been much easier since she took 
the sedative, but still felt slight pain about the inner part of 
the knee and leg. The temperature of the foot, as judged by 
the sensation conveyed to the hand, had increased, and slie said 
that the limb felt warm. To have a second sedative draught 
ready, to take in the night if required. 

29. — Had passed a tolerably good night, and did not require 
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the second sedative draught. She still complained of a ^ weary- 
ing ' pain in the lower part of the back. Pulse 72. No con- 
stitutional disturbance. The bandages and dressings were not 
disturbed. A thermometer slipped under the foot, between it 
and the cotton wool gave as the temperature of the diseased 
limb 97-2° F., that of the healthy limb being 97-6° F. 

30. — Dressings not disturbed. Temperature, diseased limb 
96-2° F., healthy limb 94° F. 

31. — Temperature of diseased limb taken in the evening was 
98° F. The wound in the thigh was dressed this morning and 
was looking well ; two of the sutures were snipped through and 
removed ; some union had occurred at each end of the wound, 
but there was a small amount of suppuration in the track of 
the ligature. On examination of the limb it presented a very 
marked difference to its appearance before the operation, the 
ulcerations being far less prominent and less vascular, and the 
general bulk of the leg and foot from the knee downwards 
having visibly decreased. 

Measurements of the Limb. 

Before the On the fourth day after 

operation the operation 

Above knee . . • l^i inches 14 inches 

Middle of caK . ... 14 J „ 14 „ 

Above ankle . . . 14 ,, 13 „ 

Across instep . . . 12J- ,, \\ „ 

The ulcerated parts were dressed with dry lint, and the limb 
again enveloped in flannel bandages. 

June 1. — Complained of aching pain in the back and knee. 
Pulse quiet. Temperature of diseased limb 97^ F. 

2.— Temperature of limb 97-4° F. 

4.— Temperature of limb 98** F. 

6. — The following measurements were taken to-day : — 

Above knee 14 inches 

Middle of calf 13 

Above ankle 12J 

Across instep 11 

11. — The previously matted-together toes were this morning 
separated by placing between each toe narrow strips of lint, 
the sores on the leg and dorsum of the foot were covered with 
dry lint, and a calico bandage, rather tightly applied, was substi- 
tuted for the flannel one. The temperature of the limb seemed 
about normal. The wound in the thigh was suppurating 
slightly, to it was applied water-dressing retained in position 
by a light bandage. 
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17 (twenty-first day after the operation). — The femoral liga- 
ture separated this morning; it was removed without any 
dragging and without the show even of a drop of blood frona 
the granulations. The patient was in a good state of health and 
had lost the pain in the knee and lower part of the back. She 
took the ordinary diet of the hospital and a pint of beer daily. 

The dimensions of the limb were again taken : — 

Above knee 14 inches 

Middle of calf 12J „ 

Above ankle 12^ „ 

Across instep 11 „ 

July 11. — The ulcerations were healing slowly, the skin and 
subcutaneous tissues were much more supple, and the bosses 
about the ankle had become flattened, so that the outline of 
the joint was now visible, and she could move it with ease. The 
leg was simply dressed with lead lotion, and the bandage dis- 
continued. 

22. — The wound in the thigh had quite healed ; the sores on 
the leg were gradually improving. 

August 22. — She had continued to improve since the last 
note ; was now up the greater part of the day, walking well with 
a scarcely perceptible limp. The contour of the limb much 
improved, the skin nearly natural in appearance, the ulcerations 
almost healed. She could flex and extend the foot with ease, and 
had in great measure regained power over the toes. 

The limb afforded the following measurements : — 

Above knee 13i inches 

Middle of calf 1'4 " 

Above ankle 12| „ 

Across instep 11 „ 

The bandage was again applied. 

In a disease so little amenable to the employment of remedies 
as elephantiasis arabum has hitherto proved it seems extremely 
desirable that any evidence, confirmatory or otherwise, of the 
efficacy of a new mode of treatment should be placed upon 
record, more especially as the rarity of the occurrence of ex- 
amples of the complaint in this country must necessarily for 
some time prove an obstacle to the practical testing of any 
method of attempting to arrest its progress. 

The foregoing case tends forcibly to demonstrate the value 
of the plan of treatment devised by Camochan and successfully 
carried out by him, as well as by Statham, Butcher, Alcock, 
^Bryant, and Buchanan. 
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The issue of these cases having been so extremely satisfactory- 
makes the want of success of Professor Fayrer in two instances 
in which he tied the main artery of the limb appear the more 
remarkable^ until we recollect that the best authorities agree 
in looking upon the disease as one very largely influenced by 
locality. Mr. Nayler, who has had great experience in India^ 
tells us^ ^ that a removal to a distant station in India, unless 
the complaint be far advanced, is generally followed by a re- 
mission of the local symptoms. The swelling may even disap- 
pear, but a relapse is almost sure to arise on the patient's return 
to his former abode ;' hence it seems reasonable to suppose that 
in regions where the disease is prevalent the characteristic 
lesions of the tissues would be more marked and intensified 
than where it is merely sporadic, and Mr. Erasmus Wilsonf 
does not hesdtate to attribute the failure of Professor Fayrer 
to the endemical character of the complaint, as well as to * the 
probability of extension of disease from the vessels of the 
fibrous and cellular structures of the integument to those of 
the rest of the limb.' 

Of the Professor's two cases, one died of pysemia, the other 
derived but little benefit from the operation. 

It is apparently impossible to assign a cause for the occur- 
rence of the disease in my patient. None of her relatives had 
suffered in a similar manner. She had, when young, been 
attacked by scarlatina, but from this she had made a good 
recovery. She had never suffered from intermittent fever, nor 
had she at any time been placed under unfavourable hygienic 
conditions. She was a native of Leicester, but for many years 
lived in the neighbourhood of Great Yarmouth. She had 
never been abroad. 

At first sight the case did not appear to be an encouraging 
one, for prior to entering the Hospital she had, under the care 
of numerous medical men, been subjected to a great variety of 
treatment with but trifling alleviation of her sufferings. Still, 
on consideration of the satisfactory termination of cases in 
which the circulation had been modified by placing a ligature 
on the main artery of a limb, as well as witnessing the marked 
beneficial effect in this case itself of rest and compression of 
the femoral artery, I came to entertain the hope that ligature 
of this vessel might prove successful in curing the disease, and 
h us render amputation of the limb needless. It is extremely 

* * Treatise on Diseases of the Skin,' p. 264. 

t * Journal of Cutaneous Medicine,' vol. i. p. 187. 



232 Miscellaneous Ophthalmic Cases. 

satisfactory to find one's anticipations in a fair way of being 
realised. 

As to the name of the disease, I have ventured, like Dr. 
McCall Anderson,* to call it elephantiasis arabum, not because 
I am insensible of the force of Mr. Erasmus Wilson's objections 
to that term, but from its being more commonly in use, and, 
at present, probably more likely to be understood than its 
synonyms ^ spargosie ' or * bouknemia.' 



Abticle XV. — Miscellaneovs Ophthalmic Cases. 
By BowATER J. Vernon. 

THE following cases, though briefly narrated, are of sufficient 
interest to be put upon record. The dependance of various 
affections of the eye and its appendages upon morbid conditions 
of the jaws and teeth, is a well recognised clinical fact, and in 
the present instance the connection between them, as cause 
and effect, seems to have been indisputably shown. It is pro- 
bable that the immediate cause of the protrusion of the eye 
was some serous effusion within Tenon's capsule; and Mr. 
O'Ferrallt has shown how a comparatively slight amount of 
efiusion in this situation may cause a very considerable dis- 
placement of the globe. 

I can find no case of injury to the head on record where the 
sixth pair of nerves only has been damaged and on each side 
at the same time : from the anatomical relations of the parts, 
it is possible to imagine a fracture running through the body 
of the sphenoid bone in such a direction as to involve the trunk 
of the sixth nerve and to open into the cavernous sinus without 
interfering with the other nerves in the vicinity, provided there 
was no material displacement of parts ; and the fact of the 
sixth nerve on the left side entirely, and the opposite nerve to 
some extent recovering their power, leads to the supposition 
that their trunks were stretched or pressed upon by haemorrhage 
rather than actually torn across. The double convergent 
squint was a striking disfigurement, and for some time the 
vision was extremely confused by double images of objects ; 
there was some difficulty in determining the exact position of 
these images, as the patient's answers could not always be relied 

* ' Journal of Cutaneous Medicine/ vol. i. p. 183. 
t * Dublin Medical Journal.' 
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upon; after a time, however, they ceased to be a source of an- 
noyance. Repeated examination with coloured glasses failed to 
detect any want of power in any of the muscles of the eyes, 
except the external recti. 

The three cases* in which amaurosis seemed to be caused by 
pressure upon the globe or optic nerve from without, by conges- 
tion of the vessels or effusion and inflammatory changes taking 
place in the soft tissues of the orbit, seem to point out the ad- 
visability of active treatment, such as incisions, in those cases 
where the eyes remain closed by extreme swelling of the eye- 
lids. The last of the three cases, and the most recent under 
observation, is of great interest, inasmuch as it is easy to read 
in the ophthalmoscopic appearances of the fundus the remark- 
able changes which have occurred in the circulation of the 
optic nerve, and the order in which they took place. It is easy 
to understand the distension of the retinal veins owing to the 
obstruction of the reflux of venous blood into the orbit, by the 
pressure around the optic nerve, and as that pressure increased 
the veins would be distended and would give way, and at the 
same time no arterial blood could flow through the arteries, so 
that their position could only be recognised by their appearance 
as so many minute white threads ; considering the time which 
must have elapsed since the sight was completely lost, it is 
improbable in this instance that any perception of light can ever 
be restored, but in similar cases there is good ground for be- 
lieving that if measures can be taken to relieve the pressure 
upon the optic nerve, or to prevent its being stretched by the 
protrusion of the eyeball, the nerve fibres may be saved from 
complete disorganisation, and that in time at least an useful 
amount of vision may be regained. 

Case I. — Protrusion of the eyeball removed by the extraction 

of a decayed tooth, 

Henry Vine, aet. 17, came to the Hospital August 5, 1868, 
on account of considerable projection of his right eye, which 
had commenced about ten days before, and was still increasing. 
The eyeball was so prominent that the eyelids scarcely covered 
it ; still there was no loss of muscular power, and its move- 
ments were not materially impaired. The conjunctiva was 
congested, and there was excessive lacrymation, but the eye 
itself seemed healthy and the acuteness of vision normal. 

* The account of the first two of these cases is a brief abstract from notes taken 
when one of Dr. Burrows's clinical clerks. 
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After very careful examination^ no growth or swelling could 
be detected behind the eye, but there was some pain on 
pressure with the fingers into the orbit He had suffered a 
good deal lately from tooth-ache and neuralgic pains in the 
face and right temple, but in other respects had enjoyed good 
health, and had never met with any injury to his head or face. 
The muscles around the right eye occasionally twitched, and 
his right cheek seemed rather swelled. The teeth in the 
right upper jaw were perfect. In the right half of the lovrer 
jaw the first molar tooth was broken away by caries to the 
level of the gum, which was tender and much thickened on 
both sides. 

As the irritation in the mouth seemed the only probable 
cause for the condition of the eye, the extraction of the offend- 
ing stump was insisted upon and at once performed ; and at 
the same time he was instructed to use frequent hot poppy 
fomentations to his face. 

On Saturday, August 8, he came to express his great relief 
from the removal of the tooth : all his pains had left him, and 
the eye had almost receded into its natural position. In an- 
other week's time he seemed in every respect to be perfectly 
well. 

Case II. — Paralysis of the sixth nerve on each side, after an 

injury of the head. 

James Hollins, a5t. 1 5, a printer's boy in Clerkenwell, was 
admitted into Colston Ward under Mr. Holden, on the evening 
of May 5, 1868 ; about half an hour before, his head had been 
crushed against the wall by some part of a printing press, 
which struck him just above the left ear. He was sensible 
but extremely pale, with widely dilated pupils, and a convergent 
squint when brought to the Hospital. The squint was noticed 
by those who picked him up, and had not existed before the 
accident. 

Soon after his admission he lost a large quantity of dark 
bloody fluid from the left ear and the nostrils. 

In three days' time, when fit to be more thoroughly ex- 
amined, he was quite able to give an iaccount of himself, 
although still very feeble and extremely pale. He was not at 
all deaf and was able to move his head without any inconve- 
nience ; there had been no further bleeding from the ear. He 
complained of pain in his temples, and of seeing everything 
double ; both his eyes squinted inwards, the right more so than 
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the left, both pupils were dilated and sluggish, all power over 
the right external rectus muscle was lost, but some slight control 
still existed over the left external rectus, the double images 
were only noticed in the horizontal planes ; the vision of both 
eyes when tested singly was quite normal. 

During the next fortnight the squint on the right side 
seemed to increase while that on the left side decidedly dimi- 
nished ; about a month after the accident the squint on the left 
side had disappeared, and power over the external rectus seemed 
thoroughly restored ; some power returned also over the right 
external rectus, but there still remained a squint of 4'^^ in 
degree. There never appeared to be any loss of power over any 
other muscles, though several careful examinations were made. 
He remained in the Hospital until August 20 : his health was 
restored and his colour had returned, but the squint on the 
right side remained permanent ; he had had no trouble from 
double images for some time previously to his discharge. 



Case III. — Erysipelas of the face — Suppuration within the 

orbits — Amaurosis on the left side. 

James Collins, a3t. 32, a bricklayer by trade, came under the 
care of Dr. Burrows in Matthew Ward, April 25, 1862. He 
had been ailing for some weeks, and had erysipelas of the head 
and face for a week before his admission. The general symp- 
toms were very severe : extreme prostration with delirium, and 
for days he was hardly conscious. 

The eyelids on both sides were exceedingly swelled, and 
profuse purulent discharge poured from beneath them ; incisions 
were made into them on both sides ; some weeks elapsed before 
he could open either of his eyes, and it was then found that the 
left eye was absolutely blind, being unable to distinguish light 
from darkness ; the vision of the right eye was considerably im- 
paired at first, but as his general condition improved this was 
completely restored. The left eye remained blind; the pupil 
was sluggish, rather dilated and irregular, and the whole globe 
seemed more prominent than its fellow, and restricted in its 
movements ; during his convalescence a large quantity of pus 
made its way through the conjunctiva by the side of the eye- 
ball. 

Before leaving the Hospital he was again in extreme danger 
from typhus fever, but he was eventually discharged quite 
well, although blind on the left side. 
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Case IV. — Urticaria — Erysipelas of the face — Protrusion of 
the right eye from suppuration within the orbit — Temporary 
blindness. 

Rosina Myenski, 8st. 17, a Jewess, in very bad health and 
circumstances, became a patient under the care of Dr. Burrows, 
in Hope Ward, July 18, 1861. 

For some time she had been subject to attacks of illness 
which seemed to terminate in a copious eruption of urticaria. 
A week after her admission she was attacked by erysipelas of 
the head and face of the most severe character. For many 
days both eyes were completely closed, owing to the extreme 
swelling of the eyelids : on the right side a large collection of 
matter formed in the upper eyelid ; several small incisions into 
this gave a temporary relief; these had to be extended into the 
orbit above the eyeball, and for days the discharge from them 
was profuse, accompanied by sloughs of cellular tissue of a con- 
siderable aize. For three weeks this eye remained almost 
blind, though perception of light was still retained; as her 
recovery took place the vision became completely restored, but 
the movements of the eyeball were very limited in all directions, 
and vision for near objects was attended with diflSculty. After 
leaving the Hospital in this condition no further note could be 
made of her progress. 

Case V. — Erysipelas of the face — Suppuration within the right 

orbit — Complete amaurosis on this side. 

James McKenzie, aet. 72, struck his forehead against a gas- 
burner on June 3, 1868. In two days' time his forehead and 
face were so much swelled that his eyes were completely closed. 
He was admitted into Abemethy Ward, under Mr. Savory. 

For a month he could not open either eye, suppuration 
occurred in the eyelids, and he suffered a good deal of pain in 
the eyes themselves. The left eye was opened about a fort- 
night before its fellow., and he could see fairly well with it ; 
when the right eye was opened it was slightly prominent and 
divergent, and quite unable to distinguish light from darkness. 

When I examined him on July 20, he was up and about the 
ward, and had regained his strength ; the eyelids on each side 
were red, osdematous, and marked with scars ; the right eye 
was more prominent than the left, the conjunctiva was oedema- 
tous and much thickened, and the movements of the globe 
restricted, the cornea was healthy, the iris rather discoloured. 
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and the pupil irregular and fixed, there was no perception of 
light remaining. Vision with the left eye was not impaired, 
and with his spectacles, which he had used for some years, he 
was able to read well. 

• The pupil of the blind eye, after some trouble, was dilated 
with atropine, and the fundus examined with the ophthalmo- 
scope. 

The icrystalline lens was rather hazy, but the vitreous 
humour was quite clear, and the back of the eye could be 
clearly seen. The optic disc was very pale, and presented no 
appearance of any bloodvessels upon its surface; on its ap- 
parent lower part was a dark grey patch, which looked like the 
remains of an old haemorrhage upon the surface of the disc ; the 
retinal arteries could not be traced, but the veins were very 
much enlarged and varicose. I could find no traces of haemo- 
rrhage, or of morbid change elsewhere. 

After leaving the Hospital he attended under my care at 
the out-patient room. The loss of his vision has remained 
absolute ; a collection of pus has made its way from the orbit 
on the inner side of the globe, and a mass of granulations has 
sprouted from the sinus thus formed. 

On examination with the ophthalmoscope, just one month 
after the previous examination, the same appearances pre- 
sented themselves, and in addition I could detect the position 
of the retinal arteries by a network of silvery white streaks 
which accompanied the dark and distended veins. 

In connexion with this case it is a matter for regret that no 
ophthalmoscopic examination was made of the condition of the 
fundus in the two preceding cases. 



Article XVI. — Cases of Masked Hernia^ and other cases. 

By George W. Callender. 

WE are familiar with cases of hernia, especially of the 
femoral variety, in which, from continued strangulation, 
the extremity of a loop of intestine becomes gangrenous. 
Whilst the wall of the gut most distant from the mesentery is 
the hernia, and is strangled and dies, the remainder of the 
wall, comprising often two-thirds of the circumference, remains 
within the abdomen, and, except by continuity of structure, 
forms no part of the rupture. It is in such cases (as dis- 



238 Cases of Masked Hernia and other Cases. 

tinguished from those in which an entire loop of the bowel, in- 
cluding its mesenteric attachment, escapes from the abdomen 
and becomes strangulated) that perforation of the intestine 
with discharge of faeces may be followed by closure of the 
fistula, and by complete recovery. 

With faecal fistula from gangrene of a strangulated rupture 
there are two results — (a) If an entire loop of bowel has 
perished, the fistula, if the patient survives, is final ; the upper 
and lower openings in the bowel lie side by side, and never of 
themselves conjoin, nor can they, despite Dupuytren's sug- 
gestions, be made to unite by any surgical operation ; a loop of 
intestine has been, as it were, cut out from the canal, the 
breach is permanent, and faeces will ev^r escape through the 
fistula, {b) If the extremity or only a small portion of a 
loop has mortified, the faeces pass through a comparatively 
minute opening in the bowel, and as the fistulous aperture 
cicatrizes the contents of the intestine flow less and less freely 
through the artificial anus, and at last cease to do so, finding 
their way along the natural canal, which is, however, narrowed, 
at the site of the fistula, to an extent corresponding precisely 
to the area of its wall lost in the progress of the gangrene. In 
such cases the fistula is slowly but eventually closed, to the 
great comfort of the patient. 

All this is pretty well known, but it has, I believe, escaped 
notice that a hernia of the latter kind may exist, and may 
become strangulated, and that the patient may die without 
having any of the ordinary symptoms of the disease. In 
illustration of this I will relate some cases which, at intervals 
of time, have come under my notice. 

A female, aet. 62, was admitted into St. Bartholomew's, 
said to have a strangulated hernia, and hjf\dng suffered from 
attempts made to reduce it. There was a history of the hernia 
having suddenly descended, and of subsequent constipation 
and vomiting, but this was a week ago : since then the sickness 
had subsided, and the bowels had acted freely several times, nor 
was the patient suffering from aught save the pain of an abscess 
in the groin which threatened shortly to break through the 
skin. On opening this I let out a quantity of foetid pus, 
having an intestinal odour, and gas. The opening failed to 
close, and intestinal contents passed through it so long as she 
remained under my observation. During this time the bowels 
continued to act freely and with regularity. It was not con- 
sidered desirable in this case to attempt to close the fistula by 
operation. There was no doubt but that the extremity of a 
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loop of bowel had become gangrenous. The absence of 
symptoms was due to the patency of the canal behind the 
strangulated portion, whilst peritonitis was limited by ad- 
hesions formed behind and around the protruding gut. 

Whilst I was house-surgeon to Mr. Stanley, we were sent 
for one day by Dr. Roupell, to see a case in Luke Ward, 
where we found a robust fresh-coloured lad, aet. 18, who had just 
arrived from the country, stating that six days previously he 
had been suddenly seized with pain in the abdomen, chiefly in 
the lower left side. The bowels had acted since, but he had 
felt sick, although he had not vomited. His pulse was 90, and 
his tongue was furred. 

About the situation for a femoral hernia there lay an oval 
tumour, evidently an enlarged gland. The abdomen was 
swollen and tender, especially over its lower half. Beyond this 
evidence of stomach mischief, there were no symptoms which 
called for interference. The following day, however, the lad 
died suddenly with symptoms of collapse. 

On examining the body, after death, there was found a 
general inflammation of the peritonaeum, and the extremity of 
a loop of ileum was found caught and strangled in the left 
internal ring, and the bowel was perforated at the inner side of 
the protruding portion. As fully three-fourths of the wall 
was free from the stricture, there was a clear passage for the 
intestinal contents along the natural canal. 

In both of these instances when the patient came under our 
observation, there was an entire absence of symptoms of hernia 
or of strangulated hernia, consequently the question of, or the 
necessity for, operating was not considered, but I would add 
that in the second, as in the case presently to be related, no 
operation would have increased the chances of recovery, and 
for this reason — either patient died from peritonitis radiating 
from the strangulated bowel, and spreading in every direction. 
There was no adhesion preventing its extension beyond the 
situation of the rupture, such as existed in the case first nar- 
rated, in which the woman's life was saved by the limit which 
Nature set upon the peritonaeal mischief. Now, in such cases 
as these, when peritonitis spreads by continuity, it invariably 
proves fatal, and as the first symptoms which attracted serious 
attention to these cases were those of peritonitis, I consider 
that any cutting operation performed later would have only 
hastened the fatal result ; it would have been absolutely fruit- 
less in checking the peritonaeal inflammation. Should a similar 
case come under the observation of any reader of these notes, he 
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may be content to remember that when no symptoms of a 
tumour or of strangulation mark the existence of a hernia, 
there is no ground for reproach that an operation has not been 
performed, even if it is shown by after-death examination, that 
a small portion of the bowel has been strangulated, and has 
occasioned the fatal peritonitis. In such cases part only, not 
the entire circumference of the wall of the gut, has been pro- 
truded, and as the fseces can pass through the canal at the 
back of the strangulated portion, neither vomiting nor consti- 
pation have been excited ; should the peritonitis set up by the 
strangulation of the part of the circumference of the bowel be 
diffused by continuity, the disease is mortal; should it be 
limited, as in the first case, to gluing the intestine to the 
parietal peritonaeum at the seat of the stricture, the patient 
will suffer from a fsecal fistula, but this will in all probability 
eventually close. 

The third case allied to the preceding is the following. Dr. 
Andrew having asked me to see one of his patients, I went 
up to Mark Ward, and found a male, aet. 18, a messenger 
in the oflice of the * Daily News,' and the following was given 
to me as his history. About a week previously, being then 
quite well, he was suddenly seized with severe griping pains 
in the lower and right part of his abdomen ; these grew worse, 
and on the following day he began to vomit. Two days later 
the sickness, and with it the swelling of the abdomen subsided ; 
later cm he had some recurrence of sickness, although the pain 
in the stomach was less. It will be observed there was nothing 
in his history to mark the descent of a hernia, no strain, no 
mention of a tumour. 

He lay on his back, being easy in that position only ; his coun- 
tenance showed freedom from pain and anxiety ; his pulse was 
90, and his tongue only slightly furred, but moist ; the respi- 
ration was not hurried, but the breathing was thoracic. He 
was now free from sickness, indeed he vomited only once 
during the twenty-four hours after his admission, and the 
vomit was not stercoraceous. The al)domen was swollen but 
not very tense, and below a line drawn through the umbilicus 
into either lumbar region it was dull throughout, and every- 
where tender to the touch. The bowels had not been properly 
opened for some days, but the evening before his admission he 
had passed a scanty motion. Micturition was frequent, but 
the urine passed was natural. I found that Dr. Andrew had 
already looked for a hernia, and on carefully examining the 
abdomen I agreed with his conclusion that no rupture existed. 
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and that there was no local pain to attract attention to any 
one part of the belly in particular. We discussed the possi- 
bility of there being an intussusception, and I examined the 
rectum on the question being raised that the prolapsed bowel 
might be detected there. As, however, no symptoms save 
those of peritonaeal tenderness existed, we agreed to wait, 
giving the patient some opium, the dose to be repeated if 
necessary. 

After this he slept well, and subsequently expressed himself 
as much easier than on admission, and there was no return of 
the sickness, but early in the morning he died quite suddenly. 
He had been ill nine days, of which he was for about thirty- 
six hours in the Hospital. 

I am indebted to the kindness of Dr. Church for the fol- 
lowing notes of the post-mortem examination. 

Autopsy thirty hours after death. Body fairly nourished, 
dark green discoloration of the abdomen spreading upwards 
over the trunk. Rigor mortis considerable. Pleurae natural. 
Lungs congested and oedematous posteriorly, their tissue not 
softened. Pericardium and heart natural. Liver, kidneys, 
and spleen all congested, but in other respects natural. 

Within the cavity of the peritonaeum a little dark-coloured 
serum was found. The serous coat of the intestines was ex- 
tremely vascular and congested, and lines of greatly increased 
vascularity marked the spot where the coils of the small intestine 
came in contact with each other. The parietal layer of the 
peritonseum, in the pelvis and lower portion of the abdomen, 
was also vascular and congested. On examining carefully the 
small intestine a knuckle was found strangulated at the 
entrance of the right inguinal canal. The internal ring was 
open and led into a small sac, which passed down below the 
external ring into the front of the pubes. To the margins of 
this sac at the internal ring the gut was adherent, but not very 
firmly, pulling out with ease, and it was then apparent that 
only a portion of the gut was strangulated, at least one half of 
the circumference of the bowel not being embraced in the 
stricture. The strangulated portion was of a dark claret colour, 
but neither ulcerated nor sloughing ; it was situated about four 
feet above the ileo-caecal valve. The gut between the valve 
and the strangulated portion was empty and natural ;* above, it 
was distended by fluid faeces, and its mucous membrane ulcer- 
ated in patches. At one spot where the bowel was adherent to 
the descending colon by pretty firmly organised lymph, perfor- 
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ation had taken place, but there was no escape of faecal matter 
into the cavity of the abdomen. 

I hope it will be understood that I am quite conscious of the 
unfortunate nature of the history thus recorded ; but from the 
attention bestowed upon the case by Dr. Andrew and by myself 
I am justified in the statement that no symptoms existed which 
would have warranted my cutting into the abdomen, for the 
signs of intestinal obstruction were far from clear, and of the 
existence of a rupture there was no evidence whatever. As 
before stated, this case may be grouped with the two which I 
now report as instances of masked hernia; they seem to me 
just the sort of records from which we learn to appreciate the 
difficulties which surround individual cases of strangulated 
intestine, and are illustrations of a class of cases which often pass 
under the observation of surgeons, but which from their unsuc- 
cessful results^ are seldom placed on record for the instruction 
of others. 

At one time or another I have seen a good many trouble- 
some hernia operations. I will mention a few of these. The 
cases, I premise, are intended to illustrate the difficult ques- 
tions which a surgeon may be at any time called upon to 
consider. 

In the summer of 1863, I removed a scirrhous breast. The 
woman, aet. 42, went on well from the Saturday to the Friday- 
following ; she then, as she lay quietly in bed, suflFered suddenly 
from all the symptoms of internal strangulation. No tumour 
protruded from the abdomen— nothing pointed to any one part 
of the abdomen as the seat of the mischief. Coming on as 
these symptoms did under such peculiar circumstances, they 
were much commented on, and there were some who suggested 
that the abdomen should be opened by an exploratory opera- 
tion. However, I could not satisfy myself I should be justified 
in undertaking it, as there was no sort of guide, such as local 
hardness or pain, to direct my search. I think it was well left 
alone, for the post-mortem showed a round aperture in the 
middle of the mesentery, through which a loop of bowel had 
passed and become strangulated. It was deeply placed and 
covered by coils of small intestine, and could only have been 
found, if at all, during life after great disturbance and dis- 
placement of the parts. 

I was recently led to perform an operation under the following 
circumstances — Mr. Square, the House Surgeon on duty, sent 
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for me on November 2, 1867, to see a female, aet. 37, who, 
whilst lifting a pail, suddenly felt something give way in the 
left groin. She at once detected a considerable swelling, felt 
local pain, and presently was sick and vomited. The follow- 
ing day, when she came to the Hospital, the symptoms per- 
sisted, and the bowels were confined. She did not look very 
ill, but in the face of this history, and finding a firm tumour 
(which had resisted taxis) in the inguinal region, I considered 
it right to determine its nature. In cutting down upon it, we 
found that it consisted of a clot of blood following the course 
of the round ligament, and firmly bound down by fascia. The 
next morning the patient began to menstruate, the first time 
since her last confinement. 

Of so-called ^ exploratory ' operations, the following is an 
instructive example: — 

Violent and continued sickness, with enlargement about the 
external abdominal and crural rings — Operation — Death from 
fever. 

On September 10, 1856, a female, aet. 62, was transferred to 
St. Bartholomew's from the Fever Hospital, on account of slough- 
ing of the integument of the right leg. She lay in the ward 
for three weeks, when suddenly she suffered from rigors, and 
was very sick. She passed a restless night, vomiting constantly. 
Pulse 100. Bowels not open for three days. 

On examining the right groin, a small, soft, rounded tumour 
was felt in the situation of the external abdominal and crural 
rings. This received a distinct impulse, and was easily returned 
into the abdomen. There was felt below this a small, hard, 
body, in feel resembling a gland ; this occupied the situation 
of the femoral ring. There was no tenderness in either of these 
situations, and the abdomen was everywhere soft and tolerant 
of pressure. She had never worn a truss. 

October 8. — She remained in much the same state the whole 
of yesterday, the vomiting having been incessant. The matter 
ejected was of a yellow, bilious character ; the bowels acted, 
however, freely in the course of the day. There was consider- 
able tenderness at and around the femoral ring. 

In the afternoon it was determined in consultation to explore 
the seat of the femoral tumour, as it was feared the extre- 
mity of a loop of intestine might have become strangulated 
there. The femoral ring was found occupied by an enlarged 
gland. The inguinal canal was free ; a small sac contained 
neither omentum nor hernia. 

9. — After a short interval the vomiting recommenced, 
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10. — An abundant rash of dark red elevated spots appeared 
on the surface of the abdomen and chest. The patient became 
delirious, and sinking rapidly with a continuance of the symp- 
toms of fever, died on October 12. 

A pad of omentum lying over a small knuckle of intestine 
will often prevent the reduction of the bowel by taxis. It is 
very vexing after having opened the sac, to see how slight has 
been the obstacle, but I do not know that it can be removed 
otherwise than by an operation, and the patients generally 
recover. During the last year I had to operate on a case of 
this kind. A female, aet. 42, had suffered from strangulation 
for two days and a half. The hernia felt as though it should be 
easily reducible, yet the sac had to be opened, and then a pad 
of omentum was found covering, and quite preventing pressure 
upon, a knuckle of ^sodden intestine, which on exposure was 
easily returned. ' The omentum sloughed out from the wound, 
but the patient made a good recovery. Such cases are of com- 
paratively frequent occurrence. Mentioning the sloughing of 
the omentum reminds me of the necessity, as T consider it, of 
leaving a portion of the wound open, so that pus and other 
fluids may drain away, and not sink back into the peritonaeum, 
or infiltrate the loose cellular tissue about the sac. I am sure 
I lost a patient by neglecting this simple precaution. 

On February 13, 1864, a female, aet. 40, was admitted with 
a femoral hernia strangulated for three days. There had been 
no treatment before her admission, and after trying taxis, 
under chloroform, I operated, opening a thick walled sac, in- 
flamed, and returning into the abdomen a small knuckle of 
intestine. The wound was then closed with sutures. She 
went on very well for a few days, but gradually symptoms of 
peritonitis supervened (not as from perforation of the bowel), 
and she died on the ninth day. There was general peritonaeal 
inflammation, but the bowel had quite recovered itself, the 
incision into the sac had completely closed. I find the follow- 
ing added to the notes of this case : ^ I cannot but think that 
unhealthy exudations within the sac, not being able to escape 
externally, trickled back into the peritonaeum, and so aroused 
the serous inflammation.' 

The sac in this case was inflamed and lined with lymph ; in 
the following instance its inflammation, and that of some omen- 
tum within it, simulated a strangulated hernia. A female, 
aet. 58, was admitted during October 1851, with femoral hernia 
of three days' standing. There was constant vomiting, and 
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although the bowels had acted, only scanty scybala passed 
away. The tumour was very painful, and Mr. Stanley at once 
decided upon the necessity of operating, and having determined 
to open the sac proceeded, with his usual care, to remove 
layer after layer of cellular tissue; on a sudden we saw a 
quantity of whitish grumous fluid escape from the swelling, 
and we all thought that the intestine had given way. It 
proved, however, to be pus from the inflamed sac, and from 
some omentum, also inflamed, loosely contained within it. The 
omentum was cut away, and a clear opening felt which led into 
the cavity of the abdomen. This patient recovered slowly. 
In this case the omentum was doubtless rightly removed. 
Unless, however, it is unmistakably gangrenous, it should, as 
a rule, be left in the wound, and the wound should be left 
partly open for drainage. I never saw any result from re- 
moving omentum, except now and then a troublesome bleeding ; 
I never saw any harm from leaving it in the wound ; but I 
have seen the disastrous consequences of returning, even what 
one hears called ^ not bad looking ' omentum into the cavity of 
the abdomen. 

The following case presents some unusual complications. 
In August 1853, a male, aet. 23, was admitted, under Mr. Paget, 
having suffered for two years from an oblique inguinal hernia 
on the right side. For two months he had had trouble in 
passing his urine, which trouble had materially increased during 
the last eight days, in consequence of a hurt to his perineum. 
For a like time his bowels had remained obstinately constipated, 
with vomiting and increasing abdominal pain. 

In the perineum was found a soft, fluctuating tumour, which 
reached to and pressed in upon the rectum, where it was com- 
paratively tense and hard. In the right groin, following the 
course of the cord, was an oval swelling, not tense, but ex- 
tremely tender on pressure. It was just like a hydrocele formed 
around a testicle which had not completed its descent into the 
scrotum. However, either swelling had to be examined, as 
his symptoms had to be relieved. The tumour of the perineum 
was found to contain a large quantity of fluid blood ; that in 
the groin was filled with turbid serum. On introducing the 
finger, the testicle was felt in the canal just below the spine of 
the pubes, separated by a fold of peritonaeum from the sac 
just opened. Above, the finger was arrested by a small knuckle 
of intestine, strangulated at the internal ring. It was easily 
reduced, but the vomiting (stercoraceous) continued, and the 
patient died about thirty hours after the operations. 
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Post-mortem Examination. — There was general peritonitis, 
and parts of the intestinal canal were distended with flatus and 
fseces sufficient in places to cause compression of the folds of 
the gut ; and to this was ascribed the persistence of the vomit- 
ing which had been so anxiously watched and considered during 
the last few hours of the patient's life. 

No cases cause greater anxiety to the surgeon than do those 
in which symptoms of strangulation continue after he has 
operated, and has, as he believes, relieved the stricture of the 
gut. What occasions their continuance ? will it be right to 
explore the cavity of the abdomen in the hope of finding the 
cause and of removing it ? are problems which have occasion- 
ally to be solved. I do not, of course, deny but tliat such an 
exploratory operation is often justifiable, or that it has occa- 
sionally been successful, but the cases next to be related illus- 
trate the extreme uncertainty which must always exist as to 
the cause of the persistence of symptoms of strangulation, and 
the unlikelihood of their being removable by surgical inter- 
ference. 

During March 1850, a male, aet. 45, was admitted with a 
large, tense, and exceedingly tender scrotal hernia of the right 
side, strangulated ten hours. The intestine was presently 
returned with the help of chloroform. The vomiting ceased, 
the bowels acted, and the patient felt comparatively well^during 
the. 16th, 17th, and 1 8th days of the month. 

But on the 19th, no evacuation having occurred for two days, 
the pulse began to rise, not rapidly ; he began to feel uneasy, 
and his abdomen grew somewhat tympanitic. He was given a 
purge (purgatives were employed for such cases in those days), 
and no great anxiety was felt respecting him ; but on the 20th 
he vomited, and during the afternoon he was frequently sick, 
the matter rejected becoming stercoraceous. The abdomen 
became greatly distended, and the bowels were still confined. 
The pressure of symptoms became so great that Mr. Stanley 
considered it right to explore the hernial sac. It held some 
omentum but no intestine, and puriform fluid flowed through 
it from the cavity of the abdomen. All the symptoms con- 
tinued unrelieved, and, sinking rapidly, he died, the following 
evening. 

The cause of the fatal result was anxiously looked for at the 
post-mortem examination. There was general peritonitis, and 
oqp mass of ileum (about the size of the closed fist) was rolled 
up, and bound by peritonaeal adhesions, so that no faeces could 



Cases of Masked Hernia and other Cases, 247 

pass through its canal^ but its wall was nowhere strangulated. 
The adhesions^ it was noticed, were so firm that the walls of the 
intestine tore before the lymph gave way. Had the abdomen 
been opened more freely, and this mass of ileum exposed, it 
would have been impossible to have relieved the obstruction. 

The following cases illustrate a form of strangulation not 
very frequently observed, and which has not, that I am aware 
of, been described in connection with the occurrence of hernia. 

About 2 A. M. December 11, 1866, 1 operated at St. Bartholo- 
mew's on a male aet. 22. He had, so he told us, been ruptured 
two years, and had worn a truss. The hernia came down about 
sixty hours ago and could not be returned. It was a large 
scrotal hernia, congenital. Mr. Humphry, the house surgeon, 
having tried the taxis, I proceeded to expose and divide the 
external ring; this enabled us to detect a dense constriction in 
the sac, which could only be divided by cutting through the 
peritonaeum. The bowel, not bad looking, was then easily 
returned ; the omentum was left in the wound, being ad- 
herent below to the sac just above the testis. The wound 
was only partially closed to allow of drainage. 

The bowels acted scantily on the third day, but the sickness 
and vomiting persisted, and he sank and died four days after 
the operation. We found that there was general peritonitis. 
A cord-like band of omentum extended from the stomach to and 
along the canal, adhering to the hernial sac. It was inflamed 
and suppurating. But round this the bowel, ileum, had taken a 
turn and a half and thus twisted had suffered complete occlu- 
sion of its canal. If I had opened the abdomen and exposed 
this portion of its contents, I could not have relieved the bowel, 
so entangled was it, and so matted to the adjoining structures. 

I kept a note of a very similar case which was under the 
care of Sir William Lawrence. A female, aet. 34, was operated 
on for a femoral hernia of the right side, strangulated for eighty 
hours. The sac was at once opened. It contained about half 
an ounce of turbid serous fluid. A piece of thick indurated 
omentum was exposed, fastened to the anterior part of the ring 
by old adhesions. There was no intestine in the sac, and the 
finger could be passed easily into the cavity of the abdomen, 
but nothing could be felt of any strangled bowel. Two hours 
after the operation she was sick twice and vomited faecal 
matter. The bad symptoms of strangulation persisted unt.l 
she died the following afternoon. 

At the post-mortem examination it was clear that no opera- 
tion could have afforded relief. The peritonaeum was univer- 
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sally inflamed. The inflammation was most intense in tlie 
right iliac region. The greater part of the omentum extended 
as a thickened band from the stomach to the femoral ring, 
dragging the stomach downwards. A large quantity of small 
intestine lay in front of the omentum, and a coil of this portion 
had slipped so far round as to get beneath the omentum again, 
and was there strangulated between its own mesentery and the 
omentum, being also twisted upon itself. The strangulated 
portion, about three inches long, was a piece of the ileum two 
feet from the caecum. The strictures were tight, and beneath 
them the bowel was ash-coloured. No intestine was protruded 
from the abdomen. 

This was in February 1854, and the notes were given to me 
by Mr. F. A. Humphry, who was then house surgeon. 



Akticle XVII. — Notes suggested by some of the Specimens 
that have been added to the Museum in the course of the 
year. By F. H. Marsh. 

THE term * loose cartilage ' is convenient, because everyone 
understands that it is applied collectively to those bodies 
which are occasionally found, now singly, now in considerable 
numbers, in the cavities of joints. But with regard to the 
origin and composition of these substances, the term is often 
inaccurate ; and it is so generally recognized that this is the 
case, that many writers who use it place it between inverted 
commas, as if it were accepted under protest, or at least with a 
reservation. The Germans have named these bodies * joint- 
mice ' (Gelenkmause) from the fact that when any attempt is 
made to secure them, they immediately retreat to some recess 
in the articular cavity where they cannot easily be found. 
Several distinct varieties have been described; but as the 
formation and composition of others are still under discussion, 
and as the subject was particularly suggested by a remarkable 
specimen removed by Mr. Holden from a man's knee-joint a 
few months ago, I have examined all the examples that are 
contained in the Museum, and shall, a little further on, offer a 
brief account of their structure. 

I. Hunter * believed that loose cartilages are originally small 
masses of coagulated blood, shed into the joint in consequence 

* Works of Hunter, edited by Palmer, toI. i. p. 520. 



' Notes suggested hy Specimens added to the Museum. 249 

of injury. He says — * This (blood), I suppose, when it is 
extravasated into a cavity, adheres to the cavity, and is not 
absorbed, nor loses its living principle, but becomes vascular, 
and afterwards membranous, cartilaginous, or bony ^ according to 
circumstances. Its attachment being rendered small by motion, 
it becomes easily broken off.' And Sir E. Home * gives the 
following account of the dissection of a false joint formed at 
the seat of an ununited fracture of the humerus, which he con- 
siders ^ exhibits so many facts in confirmation of this (Hunter's) 
theory, that it appears to afford a full explanation of the pro- 
cess above mentioned, and completely to establish the opinion.' 
^ The surfaces of the bones fitted for motion were not com- 
pletely covered with cartilage, but studded over with it, and 
the bone was exposed in the interstices ; a number of projecting 
points covered with cartilage grew out from the surfaces, some 
exceedingly small, others large. From the edges of the bones 
and the capsular ligament these excrescences were larger, ex- 
tremely irregular in their shape, broader in their attachments, 
softer in their texture, and serrated upon the external edge. 
Thirty or forty small substances, similar to those above men- 
tioned, were found loose in the cavity, varying in size from 
that of a millet seed to that of a barley com, of a roundish 
form and smooth on the surface ; the largest of them were much 
flattened and serrated. Their hardness varied considerably, 
some of them being as soft as cartilage, others so solid as not 
to be pierced by a needle.' And he continues : ^ Those bodies 
must have been originally attached, and broken off by the 
friction of the parts on one another. After the time of the 
injury some of the extravasated blood was absorbed, while the 
remainder underwent changes in its nature, assimilating it as 
far as possible to that of the surfaces to which it was attached, 
in some its tissue resembling ligament, in others being more 
allied to cartilage.' No doubt extravasated blood sometimes, 
instead of being, as it commonly is, absorbed, undergoes de- 
velopment into fibrous tissue ; t but whether pathologists of 
the present day believe, with Hunter, that it may become 
cartilage or bone, and so form these loose bodies in the joints, 
I dare not say. But, to say the least, this is not the manner 
in which these substances are commonly produced. And it 
may be well to separate Hunter's opinion from Home's sup- 
posed demonstration of its accuracy. I say ^ supposed demon- 
stration,' because Home begs the whole question by assuming 

* Loc. cit. vol. iii. p. 628. 

t Paget, * Surgical Pathology/ 1863, p. 131. 
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what he shonld have proyed, that the nodules of cartilage 
which encrusted the ends of the fragments, in the case which 
he describes, had been developed from extravasated blood. 
There is nothing in his statement to forbid the belief that would 
accord with Mr. Paget's observations * on the repair of frac- 
tured bones and severed tendons, that any blood which was 
shed between the fragments at the time of the injury, and 
which was probably not large in amount, was absorbed, and 
that the cartilage found on the ends of the fragments was 
produced by the development of a special reparative material. 
In assuming that this cartilage had been produced from extra- 
vasated blood. Home leaves the exudation of a special repara- 
tive material wholly out of account. And is not his reasoning 
a little in advance of his facts, when he says that ^ the remains 
of the coagulated blood underwent changes in its nature 
assimilating it as much as possible to that of the surfaces to 
which it was attached, in some parts its texture resembling 
ligament, in others being more allied to cartilage or bone ' — for 
there was, of course, no cartilage on the ends of the fragments 
to which the blood adhered ? 

But to return to Hunter. I am not aware that it has ever 
been proved that those loose bodies in joints which have a true 
cartilaginous structure are ever developed from extravasated 
blood. Indeed the difficulty of proving this occurrence must 
always be great, for an injury that would produce extrava- 
sation of blood into a joint would, in all likelihood, be followed 
by some inflammatory action ; and as the history of many of 
these cases t shows that ^ loose cartilages ' usually arise as the 
consequence of inflammation after injury, it would be hard to 
demonstrate that these bodies are produced from the extrava- 
sated blood, and not by an overgrowth of the synovial fringes 
(see p. 251). 

II. Many writers agree in the belief that, in some cases, these 
bodies originate in masses of fibrin which have been efiused 
during inflanmiation. Thus, Gross J says, * without recounting 
any of the speculative views that have been advanced upon the 
subject ... it must be sufficiently apparent to every patho- 
logist that these bodies invariably take their rise in plastic 
effusions excited under the influence of inflammation.' Koki- 
tansky§ states that ^ some of them are masses of exudation set 

* Loc. cit. pp. 133-136. 

t Hey, 'Pract. Observ. in Surgery,' 1810, pp. 343-361; Ahemethy, Surgical 
"Works, 1819, vol. ii. p. 216; Square, ' London Med Review,' Oct. 1861, p. 167. 
t * Syst. Surgery,' vol. i. p. 998. 
I Path. Anat , 'Syd. Soc. Trans.' vol. iii. p. 295. 
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free;' and KoUiker* is inclined, with Virchow, who has actually 
demonstrated the presence of fibrin in them^ to regard them 
in many cases as fibrinous exudations.' 

III. Both Rokitanskyt and KoUiker :j: think that in other 
instances they consist of mere precipitates from a depraved 
synovial secretion^ and such^ Kokitansky says, are sometimes 
laminated. I have not myself had an opportunity of ex- 
amining either of these varieties, but they are no doubt very 
similar, both in origin and composition, to those bodies like 
melon-seeds which are contained in bursas and in the sheaths of 
tendons ; such, for example, as I found in a large and very 
thick-walled bursa patellar, removed during the present year 
by Mr. Holden,§ It contained a clear yellowish-brown viscid 
fluid, in which floated a number of pinkish, semi-transparent, 
glistening bodies of various shapes and sizes, and presenting 
a nodulated, mulberry-like surface. Many of these bodies 
floated in the fluid, some isolated, many loosely fastened to- 
gether by fine fragile membranous pedicles ; others were in the 
same manner attached to the internal wall of the bursa. All 
the pedicles were very easily broken, so that the bodies became 
completely detached. Under the microscope these substances 
were found, for the most part, to possess a granular, amorphous 
structure, but here and there an indistinct fibrillation was 
observed ; no trace of cells, or of fibres that could be isolated, 
was seen. 

Perhaps the following specimens, in the Museum of St. 
George's Hospital, which are described as consisting of fibrous 
tissue, may have originated in fibrinous exudations. || * Two 
loose cartilages from the knee. They consist of finely fibril- 
lated nuclear blastema, without cartilage cells. The central part 
of each is calcified.'ir A loose cartilage from the knee. It 
consists essentially of fibrous tissue, without any amorphous 
granular blastema or cartilage cells. Its centre is calcified.' 

IV. There can be no doubt, in spite of the somewhat 
confident statement of Gross, mentioned above, that some, 
indeed the large majority, of the so-called ^ loose cartilages ' are 
produced by an abnormal growth of fine processes of the 
synovial membrane. Rainey** describes on the inner aspect of 
the synovial membrane * loops, and convolutions of capillaries 
.... projecting into the synovial cavity, and enclosed in 
sacculi of basement membrane, studded with minute oval 

* Human Histology, * Syd. Soc. Trans.' vol. i. p. 329. 

t Loc. cit. vol. iii. p. 41. J Loc. cit. § Series V. 38. 

II Series III. 138. ^ Ibid. 139. ** * Path. Trans.' vol. ii. p. 110. 
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cellules. From the sacculi eDclosing capillaries numerous 
other sacculi proceed ; these are of various forms and sizes, but 
are generally attached to the primitive sacculus hj an ex- 
tremely long and slender filament of fibrous tissue resembling 
the petiole of a leaf^ the secondary sacculus being its expan- 
sion. Sometimes there are several series of these sacculi, 
attached one series to another, exhibiting an arborescent 
appearance, but in every instance the secondary sacculi are 

extra- vascular Now, this being the apparatus by which 

synovia is elaborated .... the cellules of these fringes, in 
place of elaborating synovia from the blood, produce under the 
mfluence of morbid action other products, such as cartilage, 
which becomes converted into imperfectly-formed bone. The 
fact of the secondary sacculi being connected to the primary 
by extremely narrow pedicles will suffice to explain why these 
bodies may become formed in the first instance, the pedicles 
serving both to keep them attached, and to convey the 
material from the blood necessary for their development until 
they acquire a certain size ; but afterwards from its tenuity, 
being no longer capable of holding, it breaks, and the bodies 
become loose, and most likely cease to enlarge.' Kolliker * 
says : ' The synovial membranes possess neither glands nor 
papillse, whilst they present large adipose masses (plicse adi- 
posse) and vascular processes (plicae vasculosae). The former 
. . . consist simply of large collections of fat-cells in vas- 
cular portions of the synovial membrane. The latter . . . 
constitute, provided the vessels are filled, red flattened projec- 
tions of the synovial membrane with an indented plicated 
margin, and furnished with minute processes. ... In their 
structure they differ from the rest of the synovial membrane 
principally in their great vascularity, consisting as they do of 
little else than minute arteries, and veins, and delicate capil- 
laries, forming wavy loops at the edge of the processes, and con- 
sequently they are very similar to the choroid plexuses of the 
ventricles of the brain. Besides the vessels, they present a 
matrix of, frequently distinctly fibrous, connective tissue, the 
usual epithelium of the synovial membrane, and more rarely 
isolated cartilage cells. At the edge they are almost invariably 
furnished with minute foliated, conical, membranous processes 
of the most extraordinary forms (often resembling the stem of 
a cactus), which also frequently contain vessels, but for the 
moat part are constituted merely of an axis of indistinctly 
fibrous connective tissue, with occasional cartilage cells, and 

* Loc. cit. vol. i. p. 326, et seq. 
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an epithelium very thick in places.' And he states* that the 
non-vascular appendages of the processes of the synovial mem- 
brane give origin to the ^ loose cartilages,' as they are termed ; 
they do this by increasing in size and solidity, and becoming 
detached from the vascular folds. 

The formation of these bodies, in the manner described by 
Rainey and KoUiker, is admirably illustrated by two speci- 
mens in the Museum. The first f is a shoulder-joint laid 
open, from a patient who had suffered from chronic rheumatic 
arthritis. The inner surface of the synovial membrane is 
thickly set with numerous club-shaped, or villus-like pro- 
cesses. Many of these I found with a microscope to consist 
apparently of fat and fine blood-vessels, enclosed in a fine 
basement membrane. Others, the largest of them, were com- 
posed of perfectly formed fibro-cartilage. The second J is an 
elbow-joint laid open. Attached to the margin of the greater 
sigmoid cavity of the ulna by a pedicle of the thickness of 
fine string, and about one-third of an inch long, is a pear-shaped 
nodule of fibro-cartilage of the size of a small bean. The 
pedicle is so slender that it is evident how easily the body 
might have become entirely loose in the joint. 

Kokitansky§ agrees with Laennec that in some cases these 
bodies are originally developed in the subsynovial tissue, 
and, gradually forcing the membrane before them, at length 
project into the cavity of the joint. And Sir B. Brodie,|| 
after stating that they generally originate in the synovial 
membrane and then break off, goes on to say that * some in 
St. George's Museum IT are seen to be developed outside the 
synovial membrane in contact with the subsynovial tissue ; 
some of these are partly bone and partly cartilage, others are 
wholly cartilaginous.' While, in opposition to this view, K61- 
liker says : ^ They are not developed externally to the synovial 
membrane, but from an outgrowth from that membrane itself.'** 
But that these bodies may originate in the subsynovial tissue 
and then project into the joint is highly probable, for in many 
cases of chronic rheumatic arthritis plates and nodules of 
fibro-cartilage are found in this situation, and some of them 
may be seen projecting towards the joint cavity. 

There are no means of knowing with certainty how the fol- 
lowing five specimens were formed, but as they appear to 
belong to the variety just described — to those, namely, which 

» Loc. cit. p. 328. t Series II. 22. % Ibid. 39. 

iLoc. cit. p. 41. II Surgical Works, vol ii. p. 284. 

.. Series III. 143. ** Loc. cit. vol. i. p. 329. 



254 Notes suggested hy Specimens added to the Museum, 

are produced in the synovial membrane or in the gubsynovial 
tissue — their microscopic structure may be here given. 

I.* — A thin flattened oval body, measuring about an inch 
in its longest diameter. It was removed from the knee-joint. 
It consists of well-formed hyaline cartila&:e. The matrix is 
coarsely granular, but presents no iracedf fibrillation. The 
cells are precisely similar to those of ordinary hyaline car- 
tilage, and lie thinly scattered, either singly or in groups 
of two or three. The central part of the cartilage is calcified, 
and very hard. Treated with dilute hydrochloric acid^ the 
structure is seen to resolve itself into pure cartilage, exactly 
similar to that found in the uncalcified portion, both the cells 
and the matrix becoming perfectly distinct. Many of the cells 
in the centre are large, and crowded with small round or oval 
nuclei 

2.t — A similar, but rather smaller specimen. The matrix 
is hyaline. The cells are, in their general form, like those 
of hyaline cartilage ; but they vary much in their size and 
shape in different parts. In some districts they are large and 
very elongated, and filled with nuclei, while in others they 
are small, thickly placed, and like those of foetal cartilage. 
Only the central portion is completely calcified, but specks of 
earthy deposit are scattered through its whole substance. 

34 — This specimen consists of fifteen loose bodies that were 
removed from a hip-joint. No history of the case is known. 
They are all alike in structure, and vary in size from a small 
nut to a chestnut. They are formed of irregular masses of 
hyaline cartilage, variously mixed with fibro-cartilage. On 
section they are found to have an open broken structure from 
the presence of numerous holes and interspaces, like masses 
of dry earth, and they are fi-iable, and easily ^ crumble ' down 
under the finger. Microscopically the matrix looks confused 
and degenerate, and the cells are ragged and broken and in- 
distinct. To the touch these bodies are quite stony, and rattle 
like stones when dropped upon earthenware. 

4.§ — A flattened, nearly circular, concavo-convex body, an 
inch and a quarter in its greatest diameter, removed from the 
knee of a lad, set. 17, in whom the symptoms had existed for 
upwards of two years. The matrix is found to be for the most 
part hyaline ; but near the surface it is distinctly striated, so 
as to resemble that of fibro-cartilage. The cells (or nuclei) 
are small, oval, and so closely packed that in some places very 

• Series II. 26. t Il)id. 26. J Ibid. 66. | Ibid. 74. 
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Kttle matrix can be seen between them. In many parts small 
specks and patches of calcification are observed ; but when the 
section is treated with dilute hydrochloric acid, the original 
cartilaginous structure becomes perfectly distinct. 

5.* — Is of the size of a short thick almond, and of an 
irregular outline. It was removed from the knee-joint of a 
boy, set. 15, in whom the symptoms had existed five years. 
It has a fibro-cartilaginous structure. Towards its surface 
it is distinctly fibrillated; weJl-defined fibres, and groups of 
fibres run variously interlacing with each other. Among 
these fibres lie thinly scattered nuclei, or cells, oval or oat- 
shaped. In its interior the cartilage has a hyaline matrix, 
in which lie groups of oval cells containing numerous well- 
defined and variously-shaped nuclei. This cartilage has a 
cavity in its interior formed by the * blistering up ' of a thin 
layer from the rest of the substance. This raised portion con- 
sists of fibro-cartilage. 

V. Another form of ^ loose cartilage ' consists of masses that 
are derived from what Dr. Robert Adams f has termed addita- 
mentary bones, which are formed around the margins of joint- 
cavities, or upon the articular extremities of bones, in the course 
of chronic rheumatic arthritis. These growths are occasionally 
broken from their attachments, or pieces are broken off from 
them, and in either case the masses become loose in the joint. 
Such bodies are irregular in size, some being as large as, or 
larger than, a walnut, while others are very small. Their sur- 
face is very irregular. Many of them are harder and denser 
than normal bone ; some may be easily cut with a knife, 
and are found to have a granular powdery structure, like 
dried mortar; and they may occur singly or in considerable 
numbers. 

VI. The variety of * loose cartilage,' to which I wish to draw 
especial attention here, is one that has been referred to by 
several writers,} although its occurrence has never, I think, 
been generally acknowledged. It is that which results from 
the breaking-off, or shedding into the cavity of a joint, of a 
portion of the proper articular cartilage, together with a layer, 
more or less substantial, of the subjacent bone. Brodie says : 
* In one case in which I had an opportunity of examining the 
parts, by dissection, besides some loose cartilages having the 
usual appearances, I found another loose body of an irregular 

» Series II. 77. 

t * On Eheumatic Gout/ p. 33. 

t Brodie, loc. cit. ; Reimarus, *De Fungo Aiticulonun ' ; Square, Ice. cit. ; Virchow. 
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shape, witK one Burface emooth and cartilaginous, and the 
other surface having a thin layer of bone adhering to it, being 
evidently a portion of the articular surface actually broken off 
from the head of the tibia. That such an accident should 
occasionally happen from any sudden or violent motion of the 
joint, with a hard body loose in its cavity, is no more than 
might reasonably be expected.' The presence, as in this 
instance, of a loose body in the joint would doubtless maJ^e 
the accident more likely, but that it may occur in a previously 
healthy joint I think is shown by the cases that follow. 

A bargeman, ait. 27, was admitted into one of Mr. Holden's 
wards, in May 1868. He had been suiTering severely from the 
ordinary symptoms of loose cartilage in the left knee for about 
three months, and during this time he had often felt a foreign 




body freely movable in the joint. He was not aware of 
having injured his limb. As he was disabled by frequent 
attacks of pain and lameness, Mr. Holden removed the body 
(which was readily found) by Goyraud's subcutaneous opera- 
tion. The patient had no bad symptom, and was soon nt to 
leave the Hospital. The size and appearance of the body are 
shown in figs. 1 and 2, It consists of a layer of cartilage 
and a layer of bone intimately connected with each other. 
The cartilage is smooth and glistening on its free surface, like 
ordinary articular cartilage ; in profile it is seen to have the 
thickness of the layer that encrusts the condyle of the femur 
in a healthy adult ; its margins are irregular, as if defined by 
fracture, and receding towards the bony layer. This latter la 
of less superficial extent than the cartilage, which exceeds it in 
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every direction. At its central, which is also its thickest, part, 
it measures about two lines ; its surface is irregular and can- 
cellous (fig. 2), Examined with a microscope, the cartilage 
is found to be precisely like articular cartilage. In its deeper 
layer the cbIIs lie with their long axis at right angles to the 
subjacent bone ; while, towards the free surface, they are 
small, numerous, elongated, and with their long axis parallel 
with the surface. The bone presents, the characters of true 
osseous tissue. 

Two portions of cartilage now in the Museum* were removed 
some years since by Mr. Holden from the knee-joints of a 
lad, aet. 18. ^ They are almost exactly alike in form and 
size, each resembling such a piece of cartilage as might be 
obtained by removing that which covers the posterior surface 
of one of the condyles of a femur ; and each, as such a piece 
would be, is smooth and polished on its convex, and rough on 
its concave, surface. There was an interval of about a year 
between the operations by which these bodies were removed 
from the joints. The patient recovered from both operations 
without an untoward symptom.' On close examination both 
these cartilages are found to have a thin layer of bone on their 
concave surface (fig. 4); this presents, under a microscope, 
the characters of true bone. It is, however, somewhat softer 
than healthy bone, and is covered with a scanty layer of 
irregularly disposed fibrous tissue. The arrangement of the 
cells in the cartilage of both these specimens is precisely 
similar to that of articular or encrusting cartilage. 

In the Museum of St. George's Hospital f is the condyle of 
a femur with two loose cartilages. * A large cavity is seen in 
the cartilage covering the condyle, about an inch in length 
and three-quarters of an inch in breadth. The articular 
lamella is exposed at the bottom of the cavity in the greater 
part of its extent. The cartilage surrounding the margin of 
the cavity presents a puckered and cicatrized appearance, ex- 
cept at one point where it is partially separated from the 
articular lamella beneath. Of the two loose cartilages, one 
is an irregular piece of cartilage ; one surface is marked by ele- 
vations and indentations, corresponding to the articular lamella. 
Part of the margin of the loose piece is rouiided as if bv 
absorption. The remainder of the margin presents a broad 
uneven edge. . . . The second piece of cartilage is compara- 
tively smooth, and consists of cartilage partially calcified. The 
patient was a young woman, about twenty years of age.' 

* Series XXXV. 65. f Series III. 140. 
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In attempting to establish an alleged fact^ the usual course 
is to throw out a theory that may make it look probable. In 
the present instance I can only give an account of an exami- 
nation of these specimens^ and there leave the matter. Under 
what circumstances portions of cartilage and bone are broken 
off, or otherwise separated from the proper surface of a joint, I 
cannot tell. It is difficult to see how such a mass as is shown 
in figs. 1 and 2 could be detached, and also how the joint 
from which it was derived could, after such an injury as the 
composition and size of the body imply, escape extensive in- 
flammatory disease. 

A specimen * in the Museum of the College of Surgeons 
is in itself remarkable, but I copy its description from the 
Catalogue, because it serves to illustrate how strange an in- 
jury a joint may sometimes tolerate. 

* A knee-joint in which there are two small growths of 
apparently cartilaginous and osseous substance. The largest 
of them, attached to the crucial ligaments, has an oval outline, 
measures nearly an inch in its greatest diameter, is flat on its 
lower and very convex on its upper surface. By friction and 
constant pressure it had worn for itself a deep cavity, with 
hard grooved walls, in the posterior and lower part- of the outer 
condyle of the femur, in which it lay embedded and apparently 
immovable. The second, which presents nodules of cartilage 
on its surface, is fixed to the synovial membrane just below 
the patella.' The encrusting cartilage in this joint is much 
worn away, and the surface left by its removal is ebumated ; 
but there does not appear to have been any inflammatory action 
as the result of the constant irritation which the pendulous 
cartilage must have produced. 

Chronic rheumatic arthritis of the shoulder-joint — Separation 

of the acromion process, f 

The scapula of a man who was brought to the room for dis- 
section, and who had evidently suffered long and severely from 
chronic rheumatic arthritis. Unfortunately nothing was known, 
or could be learnt of his history, and the body had undergone 
such rapid putrefaction, after death from phlegmonous ery- 
sipelas, that no systematic dissection could be made, and only 
the left scapula was examined. The chief point of interest in 
the specimen lies in the condition of the acromion process. 
Dr. Robert Adams, of Dublin, says, in his work on Rheumatic 

» No. 995. t Series ni. 142. 
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Gout:* ^In cases in which the shoulder has been long the seat 
of this disease (chronic rheumatic arthritis) the acromion pro- 
cess has been found traversed in the original line of junction 
of its epiphysis by a complete interruption of its continuity, 
as if fractured. I say as if fractured, for I am convinced that 
this solution of continuity of the acromion process is not really 
a fracture produced by violence, but a lesion, which so fre- 
quently exists in combination with chronic rheumatic arthritis 
of the shoulder that I feel compelled to look upon it, in 
these cases, as a peculiar organic change, the result of chronic 
rheumatic disease. I do not pretend to account for the sepa- 
ration of the acromion process into two portions, nor can I see 
why it is that the division occurs in the original line of junction 
of the epiphysis, particularly at the late period of Kfe at which 
we generally notice this phenomenon. Professor Smith agrees 
in the view that the separation in the cases in question almost 
invariably occurs where in early life the epiphysis joins the 
remainder of the acromion process, but still mentions that 
he has * in one instance found the entire of the acromion se- 
parated from the spine of the scapula.' f In the specimen 
above referred to, % at one inch from its extremity the acromion 
is completely divided transversely, but in the recent state the 
fragment was maintained in its proper position by means of 
ligamentous tissue, so that no displacement had occurred. At 
a distance of three-quarters of an inch further on towards 
the spine the acromion is again almost completely divided 
in a transverse direction, the two portions being held together 
by two narrow bridges of bone at their anterior and poste- 
rior margins. Much new bone has been formed about the 
glenoid cavity (which is much enlarged and greatly altered 
in shape), and the long head of the triceps muscle is exten- 
sively ossified. It is doubtful whether the second division of 
the acromion has ever been complete, or whether a partial 
reunion by new bone has followed a once completed separation. 
But this uncertainty does not seem very material. Whatever 
may be the explanation of the fact, as pointed out by Dr. 
Adams, that the separation of the acromion in these remarkable 
cases usually occurs in the position of the epiphysial line, the 
present case agrees with that of Dr. Smith in showing that the 
separation may take place at some other part of the bone, and 
perhaps the two cases together may be regarded as throwing 

♦ P. 107. 

t Smith On Chronic Eheumatic Arthritis of the Shoulder, • Dublin Quarterly 
Journal/ May 1853. X Series II. 142. 

8 2 



260 Notes suggested by Specimens added to the Museum, 

some doubt on the proposition that there is any physiological 
coonection between this separation of the acromion and its 
former condition as an epiphysis. 

Abscess in the hip-joint — Separation of the head of the femur 

at the epiphysial line.* 

The head of a femur, which became separated from the 
neck of the bone at the epiphysial line in the course of an 
attack of acute pyaemia. It was found lying loose in the 
cavity of an abscess which formed in the hip-joint, and it 
was removed at the time the abscess was opened. The patient, 
a boy aged 17, who was under the care of Mr. S. Rhind, 
recovered. 

A somewhat similar specimen, f which consists of the head 
and part of the neck of a femur. The head has become 
separated from the neck at the epiphysial line ; the neck is 
extensively ulcerated on its surface. The parts were removed 
from a limb which had been amputated at the hip-joint, on 
account of acute ostitis of the femur, by Mr. S.hind. The 
patient, a lad of 14, made a rapid recovery. 

Malignant disease of the sigmoid flexure — Rupture of the large 

intestine from extreme distension.% 

Part of the sigmoid flexure of the colon, laid open. A 
soft, villous, malignant growth, springing from the mucous 
membrane, surrounds and almost completely obliterates the 
canal. The specimen was removed from the body of a woman 
aged 49, who having had for nine weeks occasional abdominal 
j)ain, and constipation which at length amounted to complete 
obstruction, was suddenly attacked with extreme pain in the 
abdomen, and faintness, and died in a state of collapse in 
about three hours. On dissection it was found that the trans- 
verse colon had become drawn down to the pubes in the 
form of a V, by a short piece of omentum that was adherent 
within the sac of an old femoral hernia. The colon thus dis- 
placed, had, on the occurrence of obstruction at the sigmoid 
flexure, become enormously distended and then inflamed, and 
at length the softened coats had given way by an extensive 
thin-edged ulcer or slough, through which large quantities 
of faeces had passed into the cavity of the peritonaeum. The 
whole of the displaced colon had the appearance of having 

* Series U. 81. f Ibid. 82. + Series XVI. 135. 
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become completely paralysed by distension, as the urinary 
bladder may, and then to have passed into a state of low in- 
flammatory softening, so that wherever it was handled it gave 
way. The patient was not seen till the alarming symptoms 
of extreme pain and faintness had set in ; but had this been 
otherwise, it is probable that it would, on account of the 
state of the large intestine, have been useless to open the 
bowel above the point of obstruction. It is important to notice 
that this patient had continued to do household work up to 
within a few hours of her death. She had not believed her- 
self seriously ill ; for there were no symptoms to warn her, 
except occasional pain, and troublesome constipation. In her 
general health she had considered herself about as well as 
usual. 

Strangulated femoral hernia — Perforation of the intestine by 
a piece of bone that lay in its canal in the hernial sacJ^ 

A portion of small intestine. Near its free margin, opposite 
the attachment of the mesentery, and about an inch apart, 
are two small ragged openings, through which a bristle is 
passed. The specimen was removed from the body of a middle 
aged man, who died under the following circumstances : A 
femoral hernia, which though of long standing had always 
been easily reducible, became strangulated. Its reduction 
was attempted unsuccessfully both by the patient and by a 
surgeon whom he consulted. He was then brought without 
loss of time to the Hospital. The hernia was of about the 
size of an egg ; the skin over it appeared unaltered. The 
patient's general condition seemed good. He was placed in a 
warm bath, and a further attempt was made at reduction 
with the taxis, but this also failed. During the trial the 
patient complained of very little pain, and there seemed 
nothing that marked the case as one of unusual peril, or as in 
any way peculiar. Mr. Holden then proceeded to expose the 
hernia by opening its sac. The intestine, which looked only 
congested, was quickly returned. When this had been done, 
a substance, apparently a piece of bone, was discovered behind, 
and just external to, the hernial sac. This on being removed was 
found to be part of the rib of a rabbit, about an inch and three- 
quarters long, with sharp fractured ends. The patient died of 
peritonitis. On dissection a portion of small intestine was seen 
to be intensely inflamed, and on close examination the two 

* Series XVI. 136. 
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openings aboye described were discovered ; and there was also 
a perforation of the posterior wall of the hernial sac. It is 
supposed that the man swallowed the piece of bone in his food, 
and that this passing along the intestinal canal had lodged in 
that portion which formed the hernia. In the attempts that 
were made at reduction with the taxis the bone had been 
driven through the intestinal coats, and through the posterior 
wall of the sac into the cellular tissue just behind it. 

Keloids in the lobules of the ears foUotioing the use of earrings.^ 

Two fibrous tumours, of the size of large marbles, and 
nearly as round, which grew in the lobules of the ears of a 
young woman who had worn earrings. They are smooth on 
the surface — to which the skin is slightly adherent — firm and 
tough in their texture, and before their removal they looked 
dusky pink, like masses of keloid. The ears had been pierced 
two years before, and had remained in a state of chronic in- 
flammation around the punctures for some time subsequently, 
and in the course of this the tumours were first observed. 
They were removed by Mr. Paget. A similiar specimen to 
this t was some years ago presented to the Museum by Mr. 
Holberton. It is formed of * the lobules of the ears of a young 
woman. Within each lobule there is a nearly spherical fibrous 
tumour, over which the integument is tightly stretched. A 
section of one of the tumours displays a dense fibrous texture. 
Above these (in the bottle) is a small tumour of the same kind, 
which was reproduced in the cicatrix formed after the excision 
of one of the lobules. The tumours began to grow shortly 
after the patient began to wear earrings. The tumour last 
mentioned was removed shortly after its first appearance,' % 

Congenital hypertrophy of the toes.^ 

A young sailor, aged 22, was admitted into Darker Ward, 
under the care of Mr. Paget, on account of a deformity of his 
left foot. The three intervening toes and the corresponding 
portion of the metatarsus were of an enormous size, and the 
like portion of the ball of the foot was covered with a huge 
cushion of fat. There was no appearance of disease in these 
toes, which seemed to owe their great size to what Dr. Car- 

* Series XXXV. 136. f Ibid. 24. 

J For a full notice of these tumours see Paget's 'Surgical Pathology/ 1863, 
p. 485. § Catalogue II. Series V. 219. 
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penter * has termed a ^ preternatural formative capacity,' which 
was coDgenital in them, and by virtue of which they achieved 
a growth out of proportion to the natural dimensions of the 
rest of the limb. The patient found the deformity such an 
encumbrance, that he accepted Mr. Paget's advice and sub- 
mitted to amputation of the overgrown parts. He recovered. 

Fatal hcBmorrhage from a blood-cyst in the broad ligament, f 

The uterus and its appendages. The uterus is of the 
natural size in the unimpregnated state. The ovaries are very 
small, tough, and indurated, and their surface is deeply and 
irregularly scarred. On section, in the recent state, both 
contained shrunken pale corpora lutea ; but no evidence was 
found of the recent bursting of a Graafian vesicle in either. 
Between the layers of the right broad ligament, just below 
the outer third of the Fallopian tube, is a globular cyst, 
about as big as a walnut, whose walls are thin and apparently 
formed mainly by the separated layers of the .ligament, and 
whose cavity was found filled with pretty firm, and quite recent 
blood-coagula, of a dark colour. A careful microscopic 
examination of the coagula failed to detect any organised 
structure. On the anterior aspect of the cyst are two small, 
irregular, ragged openings. The patient from whom the 
specimen was removed was 25 years old, and was admitted 
into the venereal ward for the treatment of warts upon the 
vulva and perineum. She was a robust and well-nourished 
person, apparently in very good general health. The warts 
were removed under the direction of Mr. Callender, and 
after a fortnight's stay in the Hospital she was about to be 
made an out-patient, when one day, while at the closet at the 
end of the ward, she became suddenly faint, and complained of 
sudden and severe pain in the lower part of the abdomen. 
When she had been brought back to bed, it was seen that 
she was still very pale and faint, and Mr. Butlin, the House 
Surgeon, saw her, and believed that she was suffering from 
some form of internal haemorrhage, but no blood was discharged 
externally. She was carefully treated with all the usual 
means, but the symptoms of internal haemorrhage grew hourly 
more certain and more formidable, and at the end of twelve 
hours she died. I made an examination twelve hours after 
death. The surface of the body was extremely blanched. The 
viscera of the thorax were perfectly healthy. The peritonaeal 

* * Human Physiology/ 1864, p. 350. f Series XXXI. 36. 
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cavity contained about five pints of blood very loosely coagu- 
lated, which lay chiefly in the pelvis ; and dark coloured liquid 
blood was found to ooze slowly, on pressure, from the two ulcer- 
ated openings in the cyst of the broad ligament, already described. 
The cavity of the uterus, as well as all the other parts of the 
body, was very pale ; but a small blood-clot lay along the canal 
of the cervix uteri. No blood was found in the vagina. 

After a very careful examination of the blood-cyst I failed 
to find the source of haemorrhage. I could not detect any 
e^ddence that the case was one of extra-uterine pregnancy, or 
trace any vessel that had given way. All the viscera were so 
blanched that all evidence of a congestion that might have 
attended a recent menstruation was destroyed. No doubt 
the case was one of those termed * peri-uterine haematocele,' 
and it may serve to illustrate two points : 1. The extremely 
perilous nature of some of these cases of accidental haemorrhage 
in the neighbourhood of the uterus ; 2. The point insisted on by 
Dr. Tuckwell * and other authors, that in the large majority 
of instances the blood is poured into the cavity of the perito- 
neum, not into the sub-peritoneal tissue. 

A few months ago I dissected another specimen, sent to the 
Museum by Mr. John Havers, from a case of peri-uterine 
haematocele. The patient had suffered for some months with 
repeatedly recurring attacks of moderately severe peritonitis. 
An attack more severe than usual produced her death ; but, 
just before, it was observed that she passed urine loaded with 
broken-down blood clot. All the pelvic viscera and the small 
intestines were matted together by adhesicms, some of which 
were old, others recent. A large cavity with irregular walls 
was found between the uterus and upper part of the vagina, 
and the bladder ; and between this and the bladder was a small 
ulcerated opening, which had allowed its contents, formed of 
blood-clot debris, to escape into the cavity of the bladder. No 
extravasation of urine had apparently occurred. In this instance 
the blood occupied the more unusual position — that is, it was 
extra-peritonaeal. 

A calculus from a female bladder.^ 

It is somewhat pear-shaped and flattened, slightly rough on 
its surface, and composed of friable phosphates deposited upon 
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a small nucleus of oxalate of lime. It measures one inch and 
three-fifths in length, one inch and one-fifth in width, and four 
inches ii^ its greatest transverse circumference. The specimen 
derives its interest from the fact that it was extracted through 
the urethra, which had been rapidly dilated with the finger, 
the patient quickly recovering, and subsequently retaining, 
perfect control over the passage of urine from the bladder. 
Presented by Mr. S. Rhind. 



Article XVIII. — On Rickets, Further Observations. 

By Samuel Gee, M.D. Lond. 

SINCE my article on rickets was first set up in type, I 
have had the opportunity of examining a very interesting 
case, post mortem ; it especially illustrates the deformities of 
the skull, the deformities of the chest, and the albuminoid con- 
dition. 

A little girl was seen for the first time on April 20, 1868, 
when she was eighteen months old. Symptoms of rickets had 
begun to show themselves a year before; the head sweated 
very much ; crusta lactea followed, and lasted several months. 
In January 1868, her mother observed that the sagittal suture 
was open. 

State on April 20 : Rickety to a second degree ; emaciated ; 
had several epileptiform attacks a day or two ago, no fits pre- 
viously. Head certainly not enlarged ; of natural shape, 
neither rickety nor hydrocephalic; sagittal suture open for its 
whole length, edges of bones half an inch asunder; coronal 
and lambdoid sutures open, but to a less extent. Slight devia- 
tion of face to the right ; constant rigidity of the left arm ; 
legs unaffected. 

The fits did not recur until June 15, when she had several. 
The separation of the sutures had rather diminished. Then 
she seemed to improve again, had no fits, the sutures nearly 
closed up. But on August 1, the fits recurred ; signs of con- 
solidation of the lungs were detected on the 10th, and on the 
19th she died. Her arm remained rigid throughout. 

Post-mortem Examination. — Arm quite relaxed ; no adapted 
atrophy of muscles. Shape of head and of face, and propor- 
tion between them, quite natural. Great beading of the costo- 
chondral articulations ; depression of the cartilages in front of 
the nodules, no depression of the ribs. 
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Tubercular meningitis with great ventricular effusion; 
masses of cheesy tubercle embedded in cortex of the brain ; a 
large mass in the right thalamus opticus. Dense miliary tuber- 
culosis of both lungs. Tubercular ulcer in caecum. 

The skull. — Shape of vault of cranium quite natural, no 
increased prominence of frontal tuberosities ; anterior fontanelle 
one inch square. Pericranium and dura mater very firmly 
adherent along the sutures ; can be thoroughly separated only 
by scraping. Frontal suture closed, having left no vestige. 
Coronal and lambdoid sutures closed. Sagittal suture par- 
tially open. The best notion of the remaining appearances of 
the calvaria will be afforded if I begin by a description of the 
parietal bones. The parietal tuberosities are well marked; 
the bone in these spots is hard and translucent. Passing 
away from the protuberances towards the sutures, the bone 
becomes thicker, more opaque, and of more cancellous struc- 
ture. At about half an inch from the coronal, and an inch 
from the sagittal suture, the texture and colour of the bone 
change, the change being abrupt and marked by an irregular 
line, which, there can be no doubt, indicates a former sutural 
margin of the bone. Beyond this line the bone is suddenly 
and considerably thickened for a space of from a quarter to 
half an inch, so that there is a well-marked low ridge or welt 
running round the bpne ; the osseous texture of this welt looks 
whiter and more compact than the other parts of the bone. 
This ridge is limited on its farther side, towards the sutures, 
by another line which exhibits very distinct remains of its 
former sutural character. Beyond this second line the bone 
becomes thinner, more succulent, and much more transparent ; 
there is from a quarter to half of an inch of this bone on each 
side of the sutures and of the anterior fontanelle. The two 
parietal bones are in eontact and well interdigitated for about 
half the length of the sagittal suture, but for the rest of its 
length, at the middle, the suture is open, a quarter of an inch 
across, and the space filled with membrane identical with that 
of the fontanelle. Edges of bones quite thin. Thus the bone 
has three distinct characters in different places, and these dif- 
ferences correspond, there can be little doubt, to three distinct 
stages of ossification : — 

First, the stage of natural ossification, comprising the bone 
from its tuberosity to the first line of ancient suture. 

Secondly, the stage of rickets ; the bone being swelled, and 
in all respects in a condition like that of the enlarged ends oi 
the ribs, and probably identical with it. 
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Thirdly, the stage of resumed natural ossification ; com- 
prising the bone between the second line of former suture and 
the real suture. 

All these characters are much better marked on the outside 
than the inside of the bones ; indeed they are hardly to be seen 
at all on the inside ; which fact would seem to show that the 
pericranial ossification is much more deeply implicated by rickets 
than that formation of bone which proceeds from the dura mater. 

On the dried skull the depression of the frontal suture is 
very well marked, although not great. The depression involves 
the area of resumed natural ossification. 

It is particularly unfortunate that tubercular meningitis should 
have occurred to complicate this very interesting case. Other- 
wise we could have examined the state of brain and membrane 
which goes along, necessarily, with that separation of the 
sutures which is so hard to be imderstood in rickets. Is the 
opening of the sutures always associated with hydrocephalus ? 
This we can neither affirm nor deny ; yet more accurate post- 
mortem examinations are all that we need in order to settle that 
point. Opportunities are rather rare ; twice within the present 
year have I examined cases of rickets with open sutures, and 
twice have I been thwarted in my wish to discover the real con- 
dition of the brain, free from all accidental complications. But 
let us assume that hydrocephalus is always present, is it a cause 
or an eiFect? Certainly 1 have always been inclined to look 
upon the effusion as secondary to the changes which take place 
in the growth of the skull and of the brain, and this because 
the condition of open suture is so easily recovered from ; but 
then the objection comes with greater force. Why do the sutures 
open ? Hitter regards the hydrocephalus as primarj^, and the 
cause of the open sutures ; but then what causes the hydro- 
cephalus ? Virchow replies, the obstructed respiration and 
consequent venous stasis. I do not deny the truth of this 
explanation, but only say that it seems to me insufficient, and 
difficult of application in many cases. 

I would draw attention to the fact that we proved, post 
mortem, that the depression of the cartilages in front of the 
thoracic beading was great, and that the depression of the ribs 
behind it was none. 

Her spleen and kidneys were * albuminoid,' her liver tough but 
fatty and opaque. The acute tuberculosis was the cause of her 
death, so that the albuminoid condition was altogether of second- 
rate importance. And indeed the child was gaining flesh until 
the acute tuberculosis set in, two or three weeks before death. 
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Frequency of Rickets, — In Virchow's * Jahresbericht ** there 
is an abstract of a paper by Bnienniche, published last October 
in a Danish journal, giving the results of his investigations 
upon rickets as it exists in Copenhagen. Out of all sick 
children under five years of age seen by him, only 8 "4 per 
cent, were rickety.f This suggests a contrast between Copen- 
hagen on the one hand, and Prague, Dresden, and London 
on the other, which is very favourable to the former city; 
but when we find that the author observed only one case of 
the disease under six months of age, a doubt arises whether 
he has been sufficiently precise in his notion of rickets, and 
the doubt is strengthened by the stress which Bruenniche 
seems to lay upon bandy legs, a very tardy and (so far as 
diagnosis is concerned) unimportant evidence of rickets. With 
a view to the estimation of the influence of race upon the pro- 
duction of rickets, I tabulated all the sick children under five 
years of age, bearing unmistakable Irish names, whom I saw in 
1867, and found that, out of forty-nine, twelve were rickety, 
or 24*5 per cent. 

A paper by Scharlau upon congenital rickets, does not add 
hing positive to our knowledge of that subject.} 



Article XIX. — A brief historical Sketch of the ^Abeme- 
thian ' — some time known as the ' Medical and Philo- 
sophical ' — Society of St. Bartholomew's. By Eowlam) 
H. Coombs. 

11 TOST of our medical schools now have a Students' Society 
ijj. in connection with them for the reading and discussion of 
papers on medical and surgical subjects : these societies com- 
bine the distinctive features of the larger London medical 
societies. Our own, * The Abemethian,' has existed, with 
varying success, but not under its present name, from the 
latter part of the eighteenth century, and its history, as I hope 
to show, is an interesting one. Although the students of our 
school have from time to time been made familiar with the 
names and deeds of its more distinguished members, yet, as no 
account of the Society has ever been published, this attempt to 

* Bd. ii. S. 305. 1867. 

t It is to be regretted that Bitter, Kiittner, and Braeiiniche, should have chosen 
the first five years of life as the basis of statistics ; for there is no proof that rickets 
ever begins after the second year, and the signs of slight rickete tend to disappear 
rapidly as the health improves. } * Jahresbericht,' Bd. ii. S. 304. 1867. 
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supply the deficiency may be acceptable to past and future 
Bartholomew men. For the ^ A bernethian ' has been apart 
of the nurture ground of the staff of our Hospital and of the 
teachers of our school, and we cannot fail to notice how the ofii- 
cers and working members of the Society have become eminent 
as physicians and surgeons, not only in our own Hospital but in 
other London and provincial schools and in our universities. 

The materials from which this history is compiled are of 
varying completeness : indeed, there are many years of which, 
the stability of the Society being very equivocal, no record is 
known to exist : therefore the different periods of the Society's 
history must needs be treated with unequal fulness.* 

^ The Medical and Philosophical Society of St. Bartholomew's' 
was founded by Mr. Abernethy in 1795 ; the ^ Guy's Phy- 
sical ' was founded about 1775 ; but the oldest medical students' 
society is the * Edinburgh Royal Medical,' which was founded 
in 1735 : thus the ' Edinburgh Medical,' * Guy's Physical ' 
and the ^ Abernethian ' are older than the ^ Medico -Chirurgical,' 
which was founded in 1805. 

The object of the ^ Medical and Philosophical ' was, as now, 
the reading and discussion of papers on medical subjects, or 
such as had some direct bearing on medicine. When a paper or 

* dissertation ' (the title generally given to it in the Minutes) 
was not forthcoming, the narration of a case or the exhibition 
of morbid specimens filled up the gap. It had also a special 
object in view — the formation of a library. The * Medical 
and Philosophical ' was the common meeting ground for mutual 
advantage of past and present Bartholomew men, students, 
teachers, and old alumni. The ^ Medical and Philosophical,' 
on the ruins of which the ^ Abernethian ' properly so called 
arose, was not entirely supported by students. At present the 
main feature of the ^ Abernethian ' is that it is chiefly a stu- 
dents' society, the staff of the Hospital and old pupils having 
only an occasional connection with it. It was not so with the 

* Medical and Philosophical,' for Abernethy, who was connected 
with the Society from its foundation till his death, seemed to 
make it a part, so to speak, of his system of teaching. 

It was not until the fifth ses^nion (1799-1800) that the Society 
appears to have begun to work regularly, and even then 
matters were far from being well ordered. 

* My thanks are due to the present secretaries of the ' Abernethian ' for the 
kindness with which they hare placed at my disposal the records of the Society; 
also to Mr. Paget, and to many others, both present members of the school and 
old alonini, for valuable assistance and information. 



270 Sketch of the ^Abernethian ' Society. 

The official staff of the Society consisted of six presidents, a 
librarian and treasurer (joint office), and a secretary. There 
was also a council, which appears to have had to discharge the 
duties which now belong to the committee of audit, and which 
also aided the other officers in managing the general business 
of the Society. In 1799-1800 (the fifth session) the six presi- 
dents were : Abernethy, Richard Powell, M.D., Joseph Hur- 
lock, T. Bradley, M.D., James Macartney, William £lair. 
The librarian and treasurer was Mr. John Haslam and the 
secretary Mr. S. C. Hunt. 

Before making any remarks on the session itself, I may he 
allowed to say a few words on some of the names given above ; 
for, being the first names we meet with, they deserve, as far as 
possible, a somewhat detailed notice. 

Of Abernethy I need only speak in connection with the 
Society. He was most regular in his attendance in the presi- 
dential chair, and contributed very largely to the stock of 
papers and cases ; if there was a failure anywhere Abernethy 
appears to have invariably come forward and either started a 
conversational subject or narrated a case. He was especially 
ready to inform the members of any remarkable case that had 
occurred, or of any operation that had been done elsewhere; to 
report on papers which had been read to the Royal Society (of 
which he was then a Fellow) and to ask the opinion of the 
Society on the subject. His predilection for blue pill is well 
known, and he laid before the Society cases in which phthisis 
and hypochondriasis were much benefited by treatment on the 
mercurial plan. He gave papers on ^ Tumours and their classi- 
fication,' ^ Hernia,' * Ligature of Arteries ' — in fact, to mention 
all the subjects which Abernethy brought before the Society 
for discussion would include the whole range of medical practice. 
He took great interest in the discussions on small-pox. It 
was just about this time (the exact date is 1798) that Jenner 
announced vaccination to the public and his statement was 
frequently the subject of debate. 

Abernethy appears to have been in favour of inoculation by 
means of a thread saturated with matter, used as a seton. 

Dr. F. Winslow says : * Abernethy was one of the earliest 
friends of vaccination. In regard to the welcome with which 
" honest John," as Dr. Walker (for many years one of the 
presidents of the Society) used to call him, received this boon, 
we have the following particulars. The French apophthegm 
" Le scepticisme est le vrai fiambeau de la science" (" Doubt 
is the true torch of science") was well sustained by Mr. Aber- 
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nethy when Jenner offered protection from the most contagious 
disease that ever desolated the earth. He listened with enthu- 
siasm to the news, immediately corroborated and proclaimed by 
others; but of this wonderful and incomprehensible law in 
animal physiology he was sceptical ; he waited for facts ; it was 
only on witnessing them that he ceased to hesitate. He then 
zealously came forward in the formation and support of the 
Taccine institutions, and administered the guardian operation, 
the great prophylactic, to his own children.' 

Richard Pdwell, M.D. (Oxon.), was elected physician to St. 
Bartholomew's in 1801, and held that office till 1824. ' He 
was esteemed a good chemist and was an active member of the 
committee for the revision of the * Pharmacopoeia Londinensis' 
of 1809, a translation of which he published.' 

James Macartney, M.D., was afterwards Professor of Ana- 
tomy in the University of Dublin. * He first described the 
process of healing by immediate union.' Macartney's immense 
and valuable collection of osteological and physiological prepara- 
tions forms the major part of the museum which now enriches the 
university of Cambridge ; but I should note, in passing, that the 
museum originated in a small number of preparations which 
were presented by Mr. Lawrence. Macartney contributed 
many papers and was a very prominent and useful member. 

William Blair wrote some works on vaccination and on 
syphilis. 

Mr. John Haslam (afterwards Dr. Haslam) was a noted 
man : he became distinguished as a successful practitioner in 
the department of mental disorders and also as a witness, in 
which capacity he was much sought after in all important dis- 
puted cases of insanity. He had a peculiar mannerism, * and 
his mode of giving evidence, his acuteness and odd gesticulations 
often convulsed the court with laughter.' He was sometime 
resident physician to Bethlehem, and he read to the Society 
notes of cases which he had taken at that hospital. He pub- 
lished many works on insanity: his last work (1835) was 
entitled * On the Nature of Thought or the Act of Thinking and 
its connection with a Perspicuous Sentence.' 

It was during this session that the suggestion for the forma- 
tion of a library arose ; but the progress made was at first 
very slow and unsatisfactory. Each honorary member (these 
were members elected for writing specially worthy disserta- 
tions) contributed books to the value of one guinea, or sub- 
scribed one guinea : ordinary members paid a small subscription 
weekly. During subsequent sessions large numbers of books 
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were purchased, and presents of books were made by Aber- 
nethy. Macartney, Dr. Latham, and others. The library, if 
we may judge of it from the lists of books given in the 
Minutes, was an excellent and comprehensive one ; and when 
the * Medical and Philosophical ' lapsed, the collection was 
added to the Hospital library. In 1805 the medical officers in- 
stituted a liberal annual donation to the funds, on condition 
that the books purchased therewith, as well as those previously 
in their possession, should be vested in the hands of trustees, 
who were to be the physicians and surgeons of the Hospital. 

Up to the session 1801-1802 the Society was not very 
flourishing ; the attendance of members was often so scanty as 
to compel an adjournment, and the doubtful practice of heavily 
fining members for non-attendance, or for failing to produce 
a paper when called on, was the cause of much contention. 
However, when for the session of 1801-1802, Mr. Lawrence 
was elected secretary, with James Macartney as librarian and 
treasurer, a good session was the result ; no adjournments were 
necessary. Lawrence at this time was Abemethy's house-pupil, 
and both master and pupil worked energetically for the Society. 
Lawrence himself contributed largely in cases and also gave a 
long paper on the * Function of the Skin,' which occupied 
several evenings in discussion. It may be as well to mention 
that in the Minutes of the Society at this period no abstract 
of ^ papers ' is ever given, only brief notices of the business done 
and of the cases discussed. 

Another very active and useful member of the Society at this 
time, and who survived to 1867, was Mr. H. H. Carwardine. 
He came to London about two years later than Lawrence, 
who was his junior by about two years. ^ A good surgeon, a 
good antiquarian, and a most kiudhearted gentleman.' 

Brodie was elected a member of the Society on November 3, 
1801, the same year that he came to St Bartholomew's. In 
his * Autobiography '* Sir Benjamin says : * During my first 
winter in London, I attended Mr. Abemethy's lectures on 
anatomy and worked in the dissecting room.' This will explain 
his connection with the Society, and that on January 5, 1813, 
the Minute says, ^ Mr. Brodie's paper on "Animal Heat " was 
read to the Society by the president.' This paper is probably 
the one referred to in this passage from the * Autobiography :' 
* During the winter of 1810 and 1811 I communicated to the 
Society (the Royal) two physiological papers : one " On the 

* Page 33. 
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Influence of the Brain on the Action of the Heart and the 
Generation of Animal Heat." .... They made a favourable 
impression at the time^ so much so that the council awarded me 
the Copley medal in the autumn of 1811. At this time I was 
only twenty-eight years of age.' He does not appear to have 
maintained any intimate connection with the * Medical and Phi- 
losophical/ yet the fact of his having had thus miich to do with 
the Society should not be passed over unnoticed. 

In the session of 1802-1803 Mr. Vincent was one of the 
presidents, Lawrence and Macartney still holding their former 
oflSces. Vincent was afterwards surgeon to the Hospital^ and 
was esteemed one of the best practical surgeons of his time. 
Macartney, Carwardine, Lawrence, and Abernethy made fre- 
quent contributions, and this was doubtless one of the most 
successful sessions, as there was a balance in the hands of the 
treasurer, whereas previously there had been a deficit. 

For the session 1803-1804 Lawrence contributed a paper ^On 
the Varieties of the Human Species,' thus foreshadowing his 
later views on comparative anatomy and kindred subjects ; he 
also, in this and subsequent sessions, furnished many reports on 
cases of hernia. It was in the year 1806 that he gained the 
Jacksonian prize for an essay on hernia. His well-known book 
was based on this essay on hernia, and is now a standard classical 
work on the subject. During this session, too, we notice the 
name of Samuel Cooper as a contributor on the * Treatment of 
fractured Thighs.' Cooper was the author of the well-known 
^ Surgical Dictionary,' and afterwards became surgeon to Uni- 
versity College Hospital, having been defeated at St. Bartholo- 
mew's by the late Mr. Lloyd. 

In the following session, 1804-1805, there is not much to 
note. The principal contributors were Abernethy, Lawrence, 
and Cooper : the latter read a paper on * Cataract,' which was 
afterwards published. 

In the session of 1805-1806, Langstaff (of whom it is said 
that he was ^ the most zealous of museum collectors ; he col- 
lected on morbid anatomy everything that was possible for 
him ; his museum, he used to say, cost him 20,000/., and when 
he was obliged to sell it he got less than 1,000/. for it ') was an 
active working member; even so late as the year 1838 his 
name is to be found in the Minutes, and most frequently as an 
exhibitor of morbid specimens. 

In the following session John Syer gave frequent cases and 
papers on the diseases of children, a subject on which he after- 
wards wrote. 

VOL. IV. T 
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Lawrence, m the session 1807-1808, read an elaborate 
paper on the * Structure and formation of the Teeth.' 

The name of Henry Earle, too (son of Sir Henry Earle, 
surgeon to the Hospitel) — known as the inventor of Earle'a 
fracture-bed, *and in his time one of the surgeons most 
esteemed in private practice, and most popular among his 
pupils ' — occurs frequently as a contributor of papers and cases. 
Passing over the session of 1808-1809, as presenting no- 
thing particularly noteworthy, we come to that of 1809—1810, 
when Mr. J. H. James, of Exeter, who is still living, was 
secretary. Mr. James * was always distinguished as one of 
the best writers and teachers among the provincial surgeons.* 
During this session Mr. Joseph Hodgson, F.R.S., formerly 
surgeon to the Birmingham General Hospital, was elected a 
member, and besides the narration of cases of aneurism, he 
read a paper on * Aneurism,' a subject which became a special 
study with him, and we may fairly look on his contributions 
here as the nucleus of his celebrated work entitled * A Trea- 
tise on the Diseases of the Arteries and Veins.' 

The name of Edward Stanley first appears as a contributor 
during this session. 

In the next session, 1810-1811, Mr. Hodgson read another 
paper on the operation for aneurism and the application of the 
ligature. The Minute says: ^ Mr. Hodgson was unanimously 
elected an honorary member, and the thanks of the Society 
were voted to that gentleman for his two papers on ^ Aneu- 
rism.' We should notice, too, the name of a celebrated pro- 
vincial surgeon, Mr. Charles Mayo, of Winchester, as the con- 
tributor of a paper on ^ Erysipelas,' and also of reports of cases. 
Mr. Stanley became secretary for the session 1811—1812, 
and distinguished himself by his energy and the prosperous 
manner in which he conducted the general business of the 
Society, and by the numerous cases he furnished for discussion. 
The Minutes of this session record the following circumstance : 
^ Mr. Earle submitted a proposition to the Society that the sum 
of twenty guineas be voted to Mr. Lawrence, in testimony of 
their esteem, and in acknowledgment of his exertions in form- 
ing and preserving the library. This motion was seconded by 
Mr. James, and carried unanimously.' And in the Minutes of 
the next meeting it is stated that Mr. Lawrence returned 
thanks to the Society for the donation voted him. 

Dr. Peter Mere Latham, formerly physician to St Bartho- 
lomew's, and justly famed as a writer and as an accomplished 
physician, was on the council this session. 
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During the session 1813-1814 Mr. Stanley resigned the 
post of secretary, and to note the value which was attached to 
his services he was unanimously elected an honorary member ; 
but although he resigned his secretaryship he continued to act 
energetically for the Society, often, in the absence of a pre- 
sident, occupying the chair. After this time the Society began 
to decline, and was compelled to frame laws to ensure a better 
supply of papers ; and although at this time Dr. Clement Hue 
(afterwards physician to the Hospital, and whose Harveian 
oration was much admired for its pure Latinity) and Dr. 
Gooch, the celebrated midwifery teacher, were among the 
presidents, and aided the Society much, yet at the end of the 
nineteenth session (1814-1815), it was agreed, ^that the 
meetings of the Society be but once a fortnight, and then on 
the Tuesdays on which the Medico-Chirurgical does not meet.' 

William Kingdon at this time supported the Society con- 
tinuously and energetically by filling the president's chair, and 
supplying cases and papers ; and he continued to serve the 
^ Medical and Philosophical ' up to the time of Abernethy's 
death ; for when, in consequence of Abemethy's illness, the 
meetings were discontinued, William Kingdon was its pre- 
sident ; so that to him belongs the honour of holding the post 
of last president of the ^ Medical and Philosophical.' After 
this time, even so late as 1850, he gave his help in debate at 
the ^ Abernethian.' 

Kingdon, when a student, read a paper entitled ^ Obser- 
vations and Enquiries as to the probable Advantages to be 
derived from a frequent use of Blue Pill.' Abernethy himself 
was in the chair. The discussion lasted for two meetings, not 
so much on account of the merits of the paper, as of the 
opportunity thus given for discussing the wider subject of 
which Abernethy was, here and elsewhere, the frequent pro- 
moter — the constitutional treatment of all diseases, whether 
general or local. 

Any detailed account of the period from 1815 to 1832 is, as 
before hinted at, impossible, since no authoritative record of 
the Society is known to exist ; during the latter part of this 
period, Mr. Skey and Mr. Thomas Wormald, our consulting 
surgeons, and Mr. George Macilwain, the author of ^ Memoirs 
of John Abernethy,' held office. 

In 1826 Mr. Richard Owen read two papers — one * On 
Encysted Calculus of the Urinary Bladder,' and the other 
*A case of Gluteal Aneurism with ligature of the Internal 
Iliac' The year previous to this Owen had been Abernethy's 

T 2 
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prosector, and subsequently (being succeeded as demonstrator 
of anatomy by Messrs. Skey and Wormald) became the first 
occupier of the chair of comparative anatomy and physiology 
in our school. This professorship was specially created for 
him, and among his first pupils were Dr. Arthur Farre, Pro« 
fessor Rymer Jones, and Mr. White Cooper. 

The * Medical and Philosophical ' held on till 1830, when, in 
consequence of the illness of Mr. Abernethy, the meetings 
were entirely discontinued ; but in 1832 the Society was re- 
organised, and took the title of the * Abemethian,' thus ren- 
dering a just tribute to the memory of one who had been its 
most constant and perhaps its most distinguished supporter. 

' At a meeting held November 23, 1832, in the reading- 
room of St. Bartholomew's Hospital ... it was resolved 
that a society of the medical pupils of this Hospital be founded, 
and be called the " Abemethian Society," and that the gen- 
tlemen present be enrolled as the founders of the same.* 
About thirty names are given, and among them we find the 
late Mr. Andrew Melville, Mr. McWhinnie, also Mr. Carsten 
Holthouse, now surgeon to the Westminster Hospital. 

McWhinnie was well kno.wn as an accomplished anatomist, 
and was for some years assistant-surgeon to St. Bartholomew's. 
He read notes of cases of poisoning, and afterwards, in con- 
junction with Dr. lloupell, published a book entitled * Illus- 
trations of the Effects of Poisons.' 

The oflBcial staff was the same as that of the ^ Medical and 
Philosophical.' The six presidents were elected to serve one 
month each, during the six months of the winter session. It 
appears to have been the rule to elect the three house surgeons 
(for at this time St. Bartholomew's had only three full sur- 
geons) with three other members as presidents ; and the 
number was kept up to six until the session of 1849-1850, 
when an alteration was made by electing two presidents and 
four vice-presidents. Mr. Coote and the late Dr. Wm. Baly 
were the first two presidents. 

The late Dr. Jeaffreson, Dr. Arthur Farre, Dr. Paget, 
of Cambridge, Mr. Spencer Smith, now surgeon to St. Mary's 
Hospital, Mr. John Gay, and the late Dr. Wm. Baly, are the 
names most frequently met with in the history of the first two 
or three years of the newly-constituted Society. 

Undoubtedly one of the most original and noteworthy com- 
munications made to the ^ Abemethian,' was the discovery of 
the ^ Trichina Spiralis,' by Mr. Paget. The minute-book says : 
^ At a general meeting of the members of the Abemethian 
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Society, held February 6, 1835, Dr. Arthur Farre in the 
chair. , , . Mr. James Paget' (then a first year's student) 

* favoured the Society by laying before it some drawings of a 
peculiar species of entozoon occurring in the human muscles. 
. . . The occurrence of these entozoa was by no means un- 
common ; they had been observed in one subject before this 
season, and Mr. Wormald had seen altogether twenty or 
thirty; hitherto, however, they had been regarded as small 
spicula of bone.' These quotations may be supplemented by 
reference to the letter of Mr. Paget, which appeared in the 
' Lancet ' for March 10, 1866. 

In the session of 1834-1835 we find papers by Charles 
West on the ^ Structure and Functions of the Placenta,' and, 
later on, among others of his, ^ On the difficulties in the dia- 
gnosis and treatment of Head affections in Children.' Dr. 
West's fame as a writer and practitioner in a special depart- 
ment of medicine needs no comment, further than to remark 
that the line of practice in which he has become distinguished 
appears to have been marked out by his papers at the Aber- 
nethian. Mr. Spencer Smith was an active and able secretary, 
and his name, with those of Mr. Square, of Plymouth (author 
of papers on ^ Affections of the Eye ' and ^ Hernia Cerebri '), 
Mr. John Gay, Mr. W. Acton, Mr. W. B. Kesteven, Mr. 
Holden, Mr. Coote, Mr. W. P. Ormerod, and Mr. Firth, of 
Norwich — all names of note in the profession — did good ser- 
vice between 1835 and 1840. Mr. Lloyd read papers on 

* Scrofula,' a subject on which he wrote more fully in a work 
which gained the Jacksonian prize. 

In the session of 1841-1842, Mr. C. H. Moore, one of the 
surgeons to the Middlesex Hospital, was secretary, and con- 
tinued to hold office during the following session, and was 
afterwards president. Mr. Haynes Walton, well known as 
an ophthalmic* surgeon, is now met with as president. We 
notice some valuable and original papers by Dr. G. Murray 
Humphry, the present Professor of Anatomy in the University 
of Cambridge, ^ On the effects of Caries of the Vertebrse on 
the Spinal Cord,' and ^ On the effects of Pressure on Bone.' 
Mr. Holmes Coote, an authority on syphilis, in 1842 com- 
municated a paper on 'Primary Venereal Sores.' We note, 
too, in the session of 1842-1843, papers and cases by Dr. 
Edward L. Ormerod (at one time Demonstrator of Morbid 
Anatomy at St. Bartholomew's) on ' Fever ; ' also papers by 
the late Dr. Kirkes, Mr. T. W. Crosse, of Norwich, afterwards 
secretary, and Mr. Hussey, of Oxford, afterwards president. 
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Up to the commencement of the session 1844-1845, it had 
been the custom to begin the business of each session without 
any formality, but this session was inaugurated with an in- 
troductory address, ^ On the advantages of Medical Societies,' 
by Mr. Paget; and from this time onward it has been the 
invariable rule for some officer of the school or Hospital, or 
for one of the presidents, or some senior member of the Society, 
to introduce the advantages accruing to students, and especially 
to the freshmen of the Hospital, by enrolling themselves 
amongst its members. 

Mr. Mitchell Henry (formerly surgeon to the Middlesex 
Hospital) was president during the session of 1847-1848 — a 
year of great financial prosperity — and the Society marked it 
by investing fifty pounds in the purchase of a president's chair. 

For the session 1847-1848, Mr. John Abemethy Kingdon 
was secretary, and for the two following years, Mr. C. R. 
Thompson, of Westerham. 

In the session 1849-1850, the laws of the Society were sub- 
jected to extensive revision and alteration, and besides the 
change before referred to in the number of presidents, one of 
the most important new laws related to the ^papers' read 
before the Society. It was determined that all ^ papers ' read 
before the Society should become its property, and that the 
more meritorious ones should be published under the superin- 
tendence of a committee. This * Publishing Committee ' (con- 
sisting of Dr. Baly, Mr. Paget, Mr. Coote, and Mr. T. M. 
Girdlestone), at the close of this session selected certain papers 
for publication in the ^ Transactions.' The * Transactions ' 
were issued regularly until 1856, when, owing to the want of 
funds for the purpose, and from the obvious difficulty of 
selecting only a few for the honour, the practice was discon- 
tinued. Such papers as were not published in the * Transac- 
tions,' at this period and subsequently, were copied, and 
retained in the Society's possession, and now form a valuable 
volume under the title of * Unpublished Papers.' 

Dr. Baly was president during 1849-1850; at his death, 
early in 1861, he had been connected with the Society for 
twenty-seven years ; he succeeded to the office of treasurer in 
1854, on the death of Dr. Koupell. Baly appears to have 
rendered great aid to the Society in debate, his great experience 
and pathological research constituting him on many points 
(e.g. cholera) an authority to which the members could appeal 
for a sound opinion. 

We now come to a period, 1852-1853, of which we must 
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write briefly and inclusively. This year, when Harvey Ludlow, 
who died whilst serving in the Crimea, held office as secretary, 
was a flourishing one, aided as he was by Mr. H. Power, Mr. 
Savory, Mr. Callender, Mr. Jonathan Hutchinson (who con- 
tributed a paper * On the forms of Dyspepsia which precede 
Phthisis '), Dr. H. Dobell, and later on by Dr. Edwards, Dr. 
Rolleston and Mr. T. Smith. All these contributed papers 
of value and interest. 

To pursue the personal history of the Society further than 
this would be trespassing on the sensitiveness of many who 
now take an active part in its conduct, and it will therefore be 
better to stay our hand ten years short of the present date, 
leaving the pleasing task of making further additions to this 
sketch to some future member of our Society in long-distant 
years. 
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Wilson, E., FRS, MRCS 1831, FRCS 1848 
Wilson, F., MRCS 1858, MD Held. 1858 
Wilson, H. G, MRCS 1866 
Wilson, J. A., MRCS 1859 
Wilson, W. J., MRCS 1855, LRCP 1859 
Wilton, F., MRCS 1855, LM 1856 
Wilton, J. P., MRCS 1852, LSA 1854 
Wing, C, MRCS 1814 
Wingate, R., MRCS 1858, LSA 1860 
Winkfield, A, MRCS 1859, LSA 1860 
Winkfield, W. B.. MRCS 1858, LRCP 1864 
Winstone. B., MRCS 1841, MD Aber. 1847 
Winterbotham, L., MRCS, LSA 1856 
Wingar, J., LSA 1826, MRCS 1827 
Wise, R. S., MRCS 1840, MD St. And. 1842 
Wiseman, W. W., MRCS, LSA 1833 
Withers, F. O. B., MRCS 1859, LSA 1860 
Witt, C, MRCS 1821, MRCP 1861 
Witt, C, MRCS 1841 
Witten,E. W., MRCS, LSA 1856 
Wolferstan, S., LRCP 1864, MRCS 1864 
Wolstenholme, J. H.. MRCS 1851, LSA 1852 
Wood, A. J . MRCS 1830, MD St And. 1858 
Wood, F., MRCS 1841, FRCS 1860 
Wood, G. L , LSA 1818, MRCS 1819 
Wood, J. Y., MRCS 1886. LSA 1837 
Wood, T., MRCS, LSA 1827 
Wood, T. On MRCS 1868 
Wood, T. C, MRCS 1840, MD Aber. 1846 
Wood, W., MRCS. LSA 1857 
Wood. W. J., MRCS 1858, LSA 1859 
Woodhouse, J., LSA 1829, MD Aber. 1858 
Woods, F. B.,LSA 1830, MRCS 1856 
Woods, F. H., MRCS 1859, LRCP Edin. 1860 
Woodward, J. R., M RCS 1824 
Wookey, J., MRCS 1858, LSA 1861 
Woolhoase, H. H., MRCS 1849 
Woollett, R. F., LSA 1838, MRCS 1839 
Woolley, T. S., MRCS, LSA 1863 
Worboys, F. T. S., MRCS, LSA 1862 
Worger, T. H., MRCS, LSA 1864 
World, R.R., LSA 1887, LRCP Edin. I860 
Wormald, T., MRCS 1824, FRCS 1848 
Worship, J. L., MRCS, LSA 1847 
Wottoh. C. MRCS 1858, MD SL And. 1859 
Wray, D. C, MRCS 1856, MD St. And. 1862 
Wright, J., MRCS, LSA 1858 
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LUt of Members^ 



Wrf gilt, VL, HRC8 IMS, LSA 1M6 
Wright, T. O., LSA 1827, MRCS 1829 
WrigUt, W. K^ LSA 1882, FRC8 1852 
Wrizon, J^ HBC8 1842, LSA 18M 
Wrer, O. F^ MRCS 1858, LSA 1859 
WrowD, a, LSA 1881, MBCS 1882 
Wvman, J. S^ LSA 1867 
Wjwa», J^ MBC8» LSA 1884 



Wyntcr, J. St. T^ LSA 1880, MRCS 1868 

TardcW^MRCS 1857,L8A1858 
TaRow,G. £., MRCS, LSA 1868 
Tatet, J^ MRCS, LSA 1846 
Tfttct, W. H.,MBCS 1851, LSA 1862 
Twrsl^, J., MRCS 1827, MD St. Aod. 1862 
Tomig, K, MRCS 1818, MD AbenUen 1861 



%* In the abore List the d«te of the earliest professional qnalification is placed 
immediately after each name. 

Gentlemen who desire their names to be added to this Begister are requested to applj 
to the Honorary Secretaiy, who will be glad of any assistance in making it complete iod 
correct. 
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EXAMDUTIONS, 186a 



Senior Scholarship in Medicine, Surgery, and Midwifery — 

1. A. F. Field 

2. T. H. Hendley 

Senior Scholarehip in Anatomy, Physiology, and Botany-^ 

1. H. Alder Smith 

2. A. E. Cumberbatch 



Junior Scholarship, 1867— 

1. H. Alder Smith 

2. A. £. Cumberbatch 

3. C. J. Davis 



Bentley Prire — 

W. Deane Butcher 



Kirkes Medal — 

A. F. Field 

PRACTICAL ANATOMY, Smr. 

Foster Prize — 

A. E. Cumberbatch 

H. Alder Smith 
8. C.F.Gray 
4. F. H. Bodman 

C. P. Skrimshire 

S. G. Sloman 

7. W. G. Lowe 

8. G. S. Payne 
P. B. Stoney 
H. Symons 



{■ 

I 

{. 



Wix Prizes 

A. F. Keld 

Hichens Prize — 
A. F. Field 

PRACTICAL ANATOMY, Jxnx. 

Treasurer's Prize — 
W. J. Walsham 



2. Examiner's Prize — 

A. H. G. Doran 
3. C. J. Newton 
G.A.PhiUip8 
W. R. Smith 



{ 
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ST. BARTHOLOMEW'S HOSPITAL 



▲KD 



MEDICAL COLLEGE. 



The INTRODUCTOKY ADDRESS will be given by 
Mr. Thomas Smith, on Thursday, October 1, at 2 p.m. 

MEDICAL OFFICERS. 

Consulting Physician — Dr. Burrows. 

Physicians — Dr. Farre, Dr. Black, Dr. Edwards, Dr. 

Harris. 
Consulting Surgeons — Mr. Skey, Mr. "Wormald. 
Surgeons — Mr. Paget, Mr. Coote, Mr. Holden, Mr. 

Savory. 
Assistant-Physicians — Dr. Andrew, Dr. Southey, Dr. 

Church, Dr. Gee. 
Assistant- Surgeons — Mr. Callender, Mr. T. Smith, Mr. 

Willett, Mr. Langton. 
Physician- Accoucheur — Dr. Greenhalgh. 

LECTURES. 
Winter Session, 1868-69. 

Medicine — Dr. Black, Dr. Andrew. 

Surgery — Mr. Paget, Mr. Coote. 

Surgical Anatomy — Mr. Holden, Mr. Callender. 

Physiology — Mr. Savory. 

Chemistry — Dr. Odling, Dr. Matthiessen. 

Clinical Medicine. — Dr. Farre, Dr. Black, Dr. Edwards, 

Dr. Harris. 
Clinical Surgery. — Mr. Skey, Mr. Paget, Mr. Coote, 

Mr. Holden, Mr. Savory. 
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Summer Session^ 1869. 

Materia Medica — Dr. Farre. 

Midwifery— Dr. Greenhalgh. 

Botany — The Rev. G. Henslow. 

Forensic Medicine — Dr. Southey. 

Practical Chemistry — Dr. Odling, Dr. Matthiessen. 

Comparative Anatomy — Dr. Church. 

Dental Surgery — Mr. Coleman. 

DEMONSTRATIONS. 

Practical Anatomy — Mr. Baker, Mr. Langton. 

Operative Surgery — Mr. Baker, Mr. Langton. 

Morbid Anatomy — Dr. Church. 

Diseases of the Skin — Dr. Andrew, Dr. Southey. 

Diseases of the Ear — Mr. T. Smith. 

Orthopaedic Surgery — Mr. Willet. 

Diseases of the Eye — Mr. Langton, Mr. Vernon. 

Microscopic Anatomy — Mr. Vernon, Mr. Marsh. 

Tutors — Dr. Duckworth, Mr. Baker, Mr. Shepard. 
Medical Registrar — Dr. Southey. 
Surgical Registrar — Mr. Willett, 



COLLEGIATE ESTABLISHMENT. 
Warden — Mr. Baker. 

Students can reside within the Hospital walls, subject to the 
College regulations. 

Three Scholarships of £50 each, and four others varying 
in value from £20 to £30, are awarded annually. 

Further information respecting Scholarships, Pupils' Appoint- 
ments, and other details, may be obtainsed from Dr. Southey, 
Mr. Callender, or Mr. Morrant Baker, and at the Museum or 
Library. 



BFOmSWOODS AKD CO., PBIKTEBB, N]^-eniBST SQUABB AND PABLIAIIEKT BTBBET. 
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ST. BARTHOLOMEW'S HOSPITAL REPORTS. 



VOLUME IV. 



INDEX. 

Abemethian Society, historical sketch of the, 268 
Aneuriaiiy popliteal, cured hy compreedon, 67 
Arteiy, femoral, ligatoied for elephaatiaais, 225 

Back, removal of large tumour firom the, 19 

Barrow, Mr., a case of popliteal aneurism cured by compression, 67 

Bateman, on the moUuscom oontagiosum of, 211 

CaUender, Mr., on cases of masked heniia, 237 

Cases of herpes ophthalmicus, 121 

Case of oBSophagotomy, 204 

Cases, surgical, 80, 200 

Cerebral pathology, 141 

Compresdon in the treatment of popliteal aneurism, 67 

Coombs, Mr., historical sketch of the Abemethian Society, 268 

Coote, Mr. Holmes, on lithotomy and Hthotrity, 129 

Degeneration, &tty, pathology of, 30 
Delagaide, Mr., surgical cases from the Exeter Hospital, 80 
Devon and Exeter Hospital, surgical cases firom the, 80 
Duckworth, Dr. Dyce, on molluscum contagiosum, 211 

Elephantiasis Arabum, case of, 226 

Fatty degeneration, pathology of, 30 
VOL. IV. d 
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Gee, Dr.^ on rickets, 69, 265 

Heima, cases of masked, 237 

Herpes ophthalmicus, 121 

Holden, Mr., removal of a large tumour from the back, 19 

Hospital statistics, 280 

Jackman, Mr., surgical cases, 200 
Joints, notes on diseases o^ 179 

Lawrence, Sir William, Bart, memoir of, 1 
Ligature of femoral artery for elephantiasis, 225 
Lithotomy and lithotrity, 129 

Marsh, Mr., notes on diseases of joints, 179 

„ „ notes on specimens added to the museum, 248 
Masked hernia, cases of, 237 
MoUuscum contagiosum, 211 
Museum, notes on specimens added to the, 248 

Notes on rickets, 69 

(Esophagotomy, case o^ 204 

Ophthalmic cases, 232 

Ormerod, Dr., on the pathology of fatty degeneration, 30 

Pathology, cerebral, contributions to, 141 
Pathology of fatty degeneration, 30 
Popliteal artery, aneurism of, 67 

Kickets, 69 

Rickets, further observations, 265 

Savory, Mr., on spasmodic stricture of the urethra, 21 
Society, Abemethian, historical sketch of the, 268 
Spasm of the urethra, 21 
Specimens added to the museum, notes on, 248 
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Statistics^ hospital, 280 

Stricture, commonly called spasmodic, of the nxetliiai 21 

Sui^cal cases, 80, 200 

Tumour, pendulous, from the back, 19 

tJrethxa, stricture of the, 21 

Vernon, Mr., on herpes ophthalmicus, 121 

„ „ miscellaneous ophthalmic cases, 232 

Willett, Mr., on a case of oesophagotomy, 204 
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